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* | am aware that to adopt the role of retrospec- 

tive analyst is to lay oneself open to the gibe 
“armchair medicine.” It has long since gone out 
of fashion to play the part of philosopher. Little 
of the enormous output of medical literature is 
concerned with appraisal. Our current publica- 
tions comprise principally protocols or prelimi- 
nary memoranda of clinical and laboratory re- 
search, having to do mainly with but one aspect 
of a problem without cordination and haphazard, 
and even at that rarely carried through to com- 
pletion. Were it not for the occasional brilliant 
discovery that extends our horizon and opens up 
new fields for investigation, this confusion of 
tongues would leave one with a sense of futility. 
Unfortunately, to this date, there has been no bril- 
liant and revealing light shed upon the obscuri- 
ties surrounding the problem of high blood pres- 
sure. It is one of the major problems in medicine 
awaiting solution. It still remains one of the 
rapidly diminishing group of diseases of obscure 
causation. In many respects, we know little more 
about it than we did at the turn of the century. 
We have accumulated from research and investi- 
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gation much more detailed knowledge of the inci- 
dental aspects of this perversion of vascular 
physiology, but have as yet no sure interpreta- 
tion of its etiology. 

Forty years ago the term high blood pressure 
was not current in the clinic. We spoke of 
arterial tension in those having thickened, incom- 
pressible arteries, and showing the so-called 
“wave of tension” on the downstroke of the 
sphygmogram. Although purely qualitative, and 
of course crude, this instrumental finding was 
often correct, but we had no means of estimating 
the degree of pressure and had to rest content 
with the assumption that there existed a morbid 
increase of pressure in the arteries resulting in 
thickening of their calibre, work-enlargement of 
the heart and increased tension on the aortic 
valves. 


This guesswork was, of course, not satis- 
factory, and we welcomed with great interest 
the arrival of the first clinical sphygmomanom- 
eter. Greatly as this instrument has added 
to our exact knowledge and widened our in- 
terest in circulatory diseases and indispensa- 
ble as it has become, it has often occurred to 
me, looking at the matter from a different 
angle, that it might have been better for man- 
kind in general if this instrument had never 
been adapted for clinical use and become so 
universally employed, but had remained as it 
originally was—an item of laboratory tech- 
nology. By dealing in precise figures to gauge 
a phenomenon we understand so imperfectly, 
we establish false values to confuse our own 
judgment and often hopelessly shadow the pa- 
tient’s peace of mind. 


Clinical measurement of the arterial blood pres- 
sure became possible with the introduction by 
Riva-Rocci of his blood pressure gauge in 1896, 
but as late as the opening of the present century, 
blood pressure measurements were made only by 
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special investigators. It is said that in the well- 
known and, at that time, authoritative book on 
Diseases of the Kidneys, by Senator, published 
in 1902, there is not a single figure for blood 
pressure given and in the original edition of Ox- 
ford Medicine, published well after the present 
century had begun, the subject of arterial hyper- 
tension is disposed of by Sir James Mackenzie in 
two short pages of text. It is only during the 
past twenty-five years that measurement of blood 
pressure has become an integral part of the clini- 
cal examination. 


Hypertension Not a Disease 


I presume that it is inevitable when we deal 
with a phenomenon, the whys and wherefores of 
which we have no exact understanding, that we 
come to look upon it entirely too much as an iso- 
lated fact: My impression is that arterial hyper- 
tension is a striking illustration of confusing the 
perspective because we neglect the fact that it is 
a symptom only and talk about it and treat it as 
a disease. Undoubtedly, we may excuse ourselves 
for this inasmuch as from this symptom wide- 
spread and serious secondary tissue damage re- 
sults that constitutes in more than one organ a 
true disease process. Still, withal, at its inception 
and during the initial stages, often prolonged as 
to time, the perversion is undoubtedly a func- 
tional one—strictly speaking a symptom, yet a 
symptom that in its effects has become one of the 
most important problems in clinical medicine. We 
get an inkling of the immensity of its significance 
to mankind from the statement credited to Fahr 
that in the year 1924 in the United States 140 
thousand deaths were due to arterial hypertension 
and its consequences, this constituting 23 per cent 
of all persons dying over fifty years of age. 
Fahr’s figures, amazing as they may seem, are 
eclipsed by Allen of the Mayo Clinic who, in a 
recent communication, ventures the conjecture 
that from one-half to three-fourths of all deaths 
from cardiovascular-renal disease, estimated to 
be 500,000, yearly are due to essential hyperten- 
sion. This reckoning would assign 250,000 to 
375,000 deaths yearly to this cause. Stark figures 
of this kind need not be taken too literally. In 
the first place, this is largely assumption since 
so far as one may conceive, there does not appear 
to be any way of arriving at such an estimate. 
If this statement were to read that from 250,000 
to 375,000 individuals dying yearly in the United 
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States had elevated blood pressures, there could 
be little argument about it because mankind 
develops higher systolic values than normal in 
the last two decades of life. This is part of the 
involutional organic decline, long well-known in 
the clinic. Other things aside, man’s aorta be- 
comes rigid as he grows in years and his systolic 
pressure rises as life draws to an end. That the 
number of individuals with hypertension is in- 
creasing every year, we may safely assume, for 
the progressive rise in the average expectancy of 
life carries more and more people into the age 
period when it is most apt to develop. We need 
not wonder, therefore, at the large share that this 
vascular problem occupies in our everyday clini- 
cal life, or at how intently we follow the activities 
in clinic and laboratory undertaken to throw 
light on its obscurities. 

The figure of that master clinician, Richard 
Bright, has cast a long shadow over the spread 
of our knowledge regarding cardiovascular-renal 
disease. Although he knew nothing about the 
concept “high blood pressure,” he recognized the 
coincidence of hypertrophy of the heart with 
alterations in the kidney. In attempting to ex- 
plain this, he postulated altered composition of 
the blood as the cause, which he said might either 
stimulate the heart abnormally or increase the 
resistance in the small arteries and capillaries. 
What the morbid material that so seriously af- 
fected the cardiovascular system might be, he 
naturally assumed as some retention product that 
failed of adequate removal by the diseased kid- 
neys. This assumption dates back over one hun- 
dred years and during this long interval has been 
the point which investigators and students have 
sought to clarify, but as yet not successfully, for 
though many new facts have been accumulated, 
no theories have been advanced that appear 
nearer the truth than Bright’s deduction. 


Development of Terminology 


When the methods of instrumental precision 
enabled us to link increase of pressure in the 
arterial circuit, cardiac hypertrophy and vascular 
damage with signs of kidney disease, it followed 
as a matter of -course that the two conditions 
would become etiologically identified. This is not 
surprising because at autopsy it is the rule to 
encounter a triad of lesions, i.e., cardiac hyper- 
trophy, arteriosclerosis and certain renal changes. 
Investigations have indicated very strongly that 
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cach of these morphological abnormalities is a 
result and not a cause of arterial hypertension. 
For a long period the kidney lesions found in 
hypertension were not differentiated from chronic 
glomerulonephritis, both being united in the con- 
cept ‘chronic interstitial nephritis.” Later studies 
showed conclusively that in hypertension the 
kidney lesion represents a secondary nutritional 
damage resulting from sclerosis of the renal 
arterioles and in recent years the term arteriolo- 
sclerotic kidney has been applied. In the course 
of time, it became apparent that in many instances 
the renal changes were minimal, large numbers 
of cases completing a long clinical course, often 
covering many years without ever a sign of kid- 
ney insufficiency. Convincing experience indi- 
cated that in the vast majority of patients with 
high blood pressure, the kidney moiety was a very 
unimportant factor since they died in the fullness 
of time of cardiac failure or cerebral hemorrhage, 
rarely of uremia as might otherwise have been 
expected. It was inevitable that this large group 
of individuals constituting fully 90 per cent of 
those having elevated pressures should be grouped 
together, perhaps without much discrimination. 





Clinical expediency called for some designa- 
tion whereby to classify these cases and so 
the term “essential hypertension” came into 
general use. This is a name originally sug- 
gested by Janeway, the concept meaning to 
embrace all those cases of persistent high blood 
pressure not demonstrably secondary to or- 
ganic disease or malfunction elsewhere in the 
organism, and particularly not having evolved 
from antecedent nephritis or urinary obstruc- 
tion. There is a certain element of self-decep- 
tion in the employment of this designation: 
the noun is all right, but the qualifying ad- 
jective is a symbol of ignorance because it im- 
plies that we do not know the truth about 
the matter. 


It is an attempt to wrest ourselves free from 
the kidney factor which throughout the life his- 
tory of our preoccupation with this symptom 
haunts the scene like Banquo’s ghost. Even now 
we are forced to confess that there is something 
more than coincidence in the practically invariable 
existence of some kidney change in the pathology 
of essential hypertension. In some instances the 
damage is minimal, these are early cases that have 


June, 1942 


ARTERIAL HYPERTENSION—ELLIOTT 





accidentally come to autopsy; but all gradations 
are seen down to extremely contracted kidneys. 
The renal damage progresses at a varying rate 
so that the state of the kidneys varies within wide 
limits. In the majority of instances we may infer 
this progress is so gradual that the kidneys out- 
live the heart and arteries so that death occurs 
from cardiac failure or cerebral apoplexy, or some 
intercurrent illness before sufficient inroads on 
kidney function have developed to induce uremia. 
The allocation of experience consigns about 90 
per cent to the former and 10 per cent to the 
latter termination. When kidney insufficiency 
develops, it may come about gradually but some- 
times it is interjected rather abruptly under some 
unknown morbid stimulation. The contrast be- 
tween the clinical pictures of the apparently non- 
renal and frankly renal types is extremely strik- 
ing, so much so that it has led to regrettable sub- 
classification, still further confusing a difficult 
subject. Fahr applies the term “malignant nephro- 
sclerosis” to these cases, attaching specific impor- 
tance to the presence of necrosis and endarteritis 
of the renal arterioles. Keith imported the desig- 
nation “malignant hypertension” despite past 
prejudice against symptomatic classification. 
Neither one of these terms should be employed 
with the idea that it implies a distinct disease 
entity with perhaps a specific etiology. It is 
merely a severe form of essential hypertension 
and the necrosis of renal arterioles in the malig- 
nant phase should be viewed as an exaggeration 
of the same process apparent in the usual case as 
renal arteriolosclerosis. It seems to me that it 
were better to ignore the term malignant and look 
upon chronic hypertension as one large entity 
having in its development every grade of severity 
from mild and almost latent to intense and 
rapidly disorganizing. 


Etiology 


The mystery of the etiology of essential hyper- 
tension has been a fascinating problem for in- 
vestigation and experimentation, but little cer- 
tainty has developed as to its cause, although 
much assumption has been advanced as to its 
pathogenesis. 


The generally accepted belief is that it is 
in the first instance a functional perversion— 
a generalized vascular hypertonus, progressive- 
ly elevating peripheral resistance in the pre- 
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capillary bed under some morbid stimulation. 
The biochemistry of the body has been raked 
to identify some organic derivative that might 
act in this manner, the products of chronic 
infection have been examined, man’s psychic 
experiences and social misfits and his environ- 
mental experiences all have been subjected to 
minute consideration and analysis, but to lit- 
tle avail. 


There appears to be a decided influence from 
heredity that must be more than coincidence for 
all are agreed that it seems to be operative as a 
factor in the background of a considerable per- 
centage of cases. We find ourselves after forty 
years of study without any definite knowledge of 
its parentage and cannot, as yet, answer the 
question whether it represents a bizarre form of 
presenility in  hereditarily predisposed _ indi- 
viduals, perhaps as a biologic protest against in- 
tolerable environmental maladjustments, or 
springs primarily from some undiscovered or- 
ganic focus with enough inherent dynamism to 
carry it slowly, but steadily, forward to the indi- 
vidual’s undoing. . Research to solve this problem 
goes on with increasing concentration and out of 
its studies and experiments come hints that we 
are approaching its solution. As has already been 
indicated during the period between Bright’s 
original studies and the turn of the century, 
hypertension was believed to be due to kidney 
disease. Since then there has intervened a period 
during which this interpretation has been dis- 
credited except in a small minority of instances. 
Again, during recent years, the pendulum has 
swung back and we find our attention again 
focused on the kidney, especially through the 
work of Goldblatt and his associates. These in- 
vestigators developed a standard technique for 
producing persistent hypertension of renal origin 
in animals. They accomplish this by partly oc- 
cluding one or both renal arteries by specially 
devised adjustable clamps and found that loose 
constriction caused no rise of systemic blood pres- 
sure, that moderate constriction resulted in a 
gradual rise to about double normal where it 
might remain as long as five years. If the renal 
arteries were severely constricted, by tightening 
the clamps, pressure rose to high levels, the 
animal dying in uremia at the end of weeks or 
months. By way of control, they found that simi- 
Jar constriction of other arteries such as splenic, 
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mesenteric and both femorals exerted no effect 
on systemic blood pressure. Since some of Gold- 
blatt’s dogs have been observed to have blood 
pressures as high as 250 mm. for five years with- 
out renal failure, the resemblance to essential 
hypertension is striking. Goldblatt found that 
hypertension due to renal ischemia from mod- 
erate constriction does not result from irrever- 
sible changes in the kidney parenchyma, because 
if the clamps are removed from the arteries after 
hypertension has been established, the pressure 
promptly falls to normal and remains there. The 
same thing happens if the ischemic kidney is 
excised. In the development of their experiments, 
Goldblatt and his associates found that they could 
not prevent or reduce this blood pressure in dogs 
by section of the anterior spinal nerve roots from 
the sixth thoracic to the second lumbar inclusive, 
and this observation was developed and confirmed 
by McCann. From this observation, and support- 
ing testimony, Goldblatt concluded that experi- 
mental hypertension from ischemic kidney is not 
due to any nervous or vasomotor reflex, but rests 
probably on a humoral basis, resulting from a 
hypothetical effector substance produced within 
the kidney itself which causes arteriolar constric- 
tion in the body generally. The intensity of this 
vaso-constriction is on a quantitative basis, pro- 
portional to the degree in which the renal arterial 
circulation is obstructed. The complete, experi- 
mentally induced, pathologic picture singularly 
resembles essential hypertension in man, and this 
fact has definitely revived our interest in the 
primary importance of the kidney in the causation 
of essential hypertension. What may prove to be 
testimony in favor of this idea is furnished by an 
accumulating number of cases reported in the 
literature where elevated blood pressure has been 
permanently brought down to normal, or nearly 
normal, by excision of the diseased kidney in 
unilateral pyelonephritis. Renal ischemia has not 
been the only experimental means of producing 
elevated blood pressure. Nowak and Walker re- 
port similar results in dogs following carotid 
sinus denervation and section of the aortic de- 
pressor nerve. 


We must take care that we do not suc- 
cumb as the clinician often has in other con- 
nections to the fascination of brilliant experi- 
mental results on animals and forthwith to 
accept them as furnishing satisfactory solution 
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of a difficult problem in clinical medicine. That 
we must be especially on our guard is indi- 
cated by a recent contribution wherein the 
authors suggest certain criteria for the selec- 
tion of cases of arterial hypertension suitable 
for therapeutic nephrectomy. This signifies 
a dangerous trend that should be discouraged 
at the start for it indicates that in some quar- 
ters at least the perspective is becoming con- 
fused. 


We must bear in mind that elevated blood 
pressure has many causes, some of them well- 
known. We are familiar, for instance, with its 
association with nephritis, prostatism, polycystic 
kidney, with certain vascular diseases such as 
aortic sclerosis, coarctation of aorta, periarteritis 
nodosa, with certain derangements within the 
endocrine system, notably the thyroid, adrenals 
and pituitary glands. In the main, such signifi- 
cance as Goldblatt’s brilliant work may have will 
be in connection with essential hypertension. If, 
and when, it shall appear that renal ischaemia 
and the hypothetical toxin generated thereby con- 
stitute the clarifying fact in solving the mystery 
of this affliction, we shall indeed have completed 
a wide circle embracing one hundred years since 
Richard Bright surmised that it was some morbid 
material resulting from the kidney disease that 
brought about the cardiac hypertrophy that he 
noted. 


It seems to me perfectly apparent that if there 
is merit in this developing renal aspect of hyper- 
tension, it is confirming a fact that is made clear 
in the long clinical view: that there is an organic 
causation to chronic vascular hypertension al- 
though it may not be grossly apparent until late 
in the course of any given case, and this being 
admitted it is clear that we have paid entirely 
too much attention to instrumental measurements. 
These are merely the beginning, not the end, of 
the study. To place implicit trust in blood pres- 
sure readings as the prime factor governing the 
welfare and outlook of the patient is to court 
error and misunderstanding. Indeed, it may be 
said that there are no definite rules whereby we 
are safe in judging the importance of sponta- 
neous variations in the level of an elevated pres- 
sure. There are many variables entering into its 
rise and fall and a glance over the record of 
any case routinely observed will show clearly 
enough that the pressure chart is by no means a 
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plateau, but undulating in the extreme without 
any coordinate variation in the patient’s sub- 
jective condition and complaints, so much so, 
indeed, is this the case, that the physician grows, 
with experience, to regard the patient’s general 
condition and comfort, the presence or absence 
of signs of circulatory embarrassment, as con- 
stituting a better basis for management and 
prognosis than any information procurable from 
blood pressure readings alone. 


Course 


Hypertension is a progressive process, but one 
of the most chronic in its clinical development, 
certain statistics giving its average known dura- 
tion as ten years. Two of its leading characteris- 
tics are its inveteracy and its variability. Once 
established, it progresses slowly but with gath- 
ering momentum to its final stage of organic 
break-down, not greatly influenced by anything 
we can do to modify its course. The clinical 
characteristics of the untreated disease must be 
kept in mind while appraising the effect of any 
method of treatment. This is too rarely taken 
into account and the failure to do so has led to 
many therapeutic fiascos in the past. I think 
that it is not too much to assert that the fervid 
claims of many enthusiastic therapists could not 
stand if placed against adequate controls. All but 
causal therapy is foredoomed to failure and this 
has not yet been forthcoming. The course of 
the disease cannot be predicted. The terms be- 
nign and malignant are only applicable in retro- 
spect, since there is nothing about its earlier 
manifestations that stamps the case one way or 
the other. The factor that determines whether 
the case is to run a rapid course to early death 
from renal failure is not the height of the blood 
pressure, but the rate of progress of renal de- 
struction. 


Prognosis 


At this juncture a few words might not be 
out of place with respect to prognosis. Certain 
facts or inferences emerge from practical ex- 
perience with the run of cases of hypertension. 
For example, it would appear that patients who 
have a distinct hereditary bias toward vascular 
pathology usually stand the strain of elevated 
blood pressure for longer periods than do those 
without such a background. This is difficult to 
explain unless it be that certain constitutional 
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resistances enter into their tissue make-up as 
a buffer against this inherited liability, or it may 
be that these individuals develop hypertension 
earlier in life and more gradually than do others. 
Another observation common to all experience, 
is that high blood pressure, developed in associa- 
tion with, or in consequence of, certain other 
disorders may be viewed with less apprehension 
than when it emerges as a single symptom. For 
example, wher it occurs in common with diabetes, 
hyperthyroidism, chronic anemia, uterine fibroids, 
prostatism, et cetera, it rarely is as severe in its 
effects and moreover tends to share in the bene- 
ficial influence of treatment for control of its 
associate condition. In passing, it should be noted 
that exactly the opposite is true when hyperten- 
sion exists along with nephritis. Another well- 
tolerated form of hypertension is the high sys- 
tolic pressure arising as a compensatory response 
in aortic sclerosis. This is identified by low 
diastolic, wide pulse, pressure, and dilated aorta 
in a mature individual, and is compatible with 
long life and reasonable efficiency. I very fre- 
quently see patients with this type of high pres- 
sure, worried and made miserable by injudicious 
therapy in the attempt to get the systolic pres- 
sure down to lower levels. Such procedure, if 
successful, does harm rather than good, but for- 
tunately its effects are so obvious that the at- 
tempt is discontinued, usually under a protest 
from the patient. I get the impression from a 
review of my experience that what has been 
called the neurogenic variety of hypertension has 
a better outlook, although often a more stormy 
symptomatic course, than is true of other forms. 
The blood pressure in such instances is particu- 
larly unstable, being subject to wide fluctuations, 
so that there is more occasional easement to the 
cardiac and vascular strain. These are the pa- 
tients who derive the greatest benefit from bed- 
rest and hospitalization. Other things being 
equal, it is a fact that marked decline in average 
pressures induced by rest alone, or combined with 
simple sedatives, foretells a better prognosis. I 
may refer at this point to the better outlook in 
women than in men. They live longer and a 
higher percentage die of causes not connected 
with their hypertension. This strange fact is not 
because they do not have pressures as high as 
men. Perhaps its significance may lie in some 
resistance-provision in the female circulatory 
structure inherent in their biology as a survival 
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factor, or in the less strenuous and emotionally 
less intense life of the average woman compared 
with the average man. Possibly, another factor 
may enter into this, and that is the influence of 
the menopause which slows down so many wom- 
en in early middle life with benefit to their pres- 
sure levels. 


Therapeutic Principles 


The prominent place taken by the sphygmo- 
manometer in the observation of these cases has 
inevitably led to unwarrantable emphasis on blood 
pressure readings with ‘the result that therapeutic 
endeavor is predominantly concerned with low- 
ering the pressure. This idea is kept before 
our attention by clinical research and discus- 
sion as if it were the greatest benefit we could 
confer upon our patients. Furthermore, it is 
dinned into our ears by the propaganda of com- 
mercial pharmaceutical houses exploiting various 
agents to accomplish this purpose. An amazing 
illustration of this abuse and the futility of symp- 
tomatic therapy is the report by Ayman in 1930, 
who collected from the literature two hundred 
therapeutic measures to lower the blood pressure 
during the decade 1920-30. Since then there 
have doubtless been as many more advocated 
with enthusiasm. Comment is unnecessary. 


The treament of hypertension has for its 
primary object improvement in the capillary 
circulation so that it may be adequate to the 
demands of the tissues for oxygen and nutri- 
ment and the removal of waste. Regulation 
of the entire life becomes, therefore, the start- 
ing point of treatment. In face of the facts 
accumulated by experience, about all we can 
claim is that rational control of the patient’s 
personal hygiene and diet exerts some effect 
on progression of this malady. Direct attack 
to lower the pressure has never been success- 
ful for long, and is always of questionable ben- 
efit to the patient. 


Attempts of this kind that have been even 
moderately successful have almost invariably 
been along the line of depletion—a reduction of 
the body’s dynamism. Prolonged rest in bed on 
a low nutritive diet, repeated therapeutic bleed- 
ing, employment of cardio-depressants, low pro- 
tein and salt-free diets, persistent saline purga- 
tion, all belong in this category. Whatever ef- 
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fect they may exert on the blood pressure proves 
temporary and adds nothing to the welfare of 
the patient. Benedict, many years ago, drew at- 
tention to the fact that any medicine or procedure 
that lowered the hemoglobin below 80 per cent 
of normal could reduce blood pressure and he 
warned against such practice. 


The latest addition to this form of therapy 
are the cyanates. I mention them only to con- 
demn them. Because they have not yet been 
relegated to the obscurity they deserve, but 
are still advocated in current literature, a brief 
description of their action and limitations may 
be given. 


These compounds have been known since the 
time of Claude Bernard who regarded them as 
muscle poisons. Their employment in this coun- 
try was initiated by Westphal who pointed out 
their ability to lower blood pressure and looked 
upon this as a secondary effect of their toxic 
qualities. Most subsequent observers have re- 
ported their inability to use the drug in sufficient 
dosage to secure satisfactory effect without at 
the same time producing toxic manifestations, 
the effective therapeutic dose being close to the 
toxic one. The Council of Pharmacy of the 
American Medical Association in 1938 thought 
so little of these agents that they advised against 
the use of the cyanates, the evidence of their 
value being more than offset by their inherent 
dangers. In March, 1939, Garvin collected from 
the literature eight human fatalities following 
cyanate therapy and added a case of his own. 
In his case the administration was controlled 
by determination of cyanates in the blood, the 
patient receiving only nine grams of thiocyanate 
in fifteen days, yet lethal effects developed with 
fatal termination. Garvin’s experience indicates 
that the blood therapeutic level cannot be com- 
pletely relied on as a safe criterion because 
certain individuals are sensitive to the drug and 
have little, if any, margin of safety in their re- 
sistance to its toxic effects. Since such instances 
of intolerance cannot be recognized in advance, 
the use of cyanates, even when controlled by 
blood determination, must be considered danger- 
ous. Even though the drug is stopped when toxic 
manifestations appear, the toxemia may stead- 
ily progress to disaster. Healy reported death 
in coma nineteen and fourteen days after dis- 
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continuance in two cases, Goldring and Chasis 
six days and two and one-half days after the 
drug was stopped in two cases. The toxic ef- 
fects most frequently observed have been der- 
matoses, hepatitis, psychoses, anemia, cerebral 
thrombosis, myasthenia, convulsions and coma. 
Excretion of the drug via the kidneys has been 
found to vary widely in different individuals. A 
given dose when renal clearance is rapid may 
exert no therapeutic effect whereas the same dose 
in another patient with slower elimination may 
be effective or even toxic. The therapeutic ef- 
fects of the drug have been attributed variously 
to decreased consumption of oxygen by the tis- 
sues, to anemia, lowered blood protein, and de- 
creased blood viscosity, all evidences of depletion. 
Finally, the hypotensive effect is not lasting and 
a second success after the drug is once discon- 
tinued is more difficult to secure and requires 
larger dosage. My own instinct of conservatism 
engendered by mistakes of the past has re- 
strained me from employing the drug, but I. have 
observed its effects in the hands of others and 
have seen two fatalities that I thought were di- 
rectly attributable to it. It may be effective in 
lowering the blood pressure, for a time, but in 
my judgment it does so by subjecting the patient 
to greater hazards than would probably accrue 
from his hypertension, and in any sober consid- 
eration it violates the Hippocratic injunction to 
the therapist “primum non nocere,” “first, do no 
harm.” Some advocates of this drug have ad- 
vised its administration after surgical attempts 
at control of hypertension, when the results of 
surgery have not been satisfactory. This, it 
seems to me, is adding insult to injury. 


Surgery 


The latest development in the treatment of 
essential hypertension is a frontal attack by the 
surgeons. The general futility of medical treat- 
ment which is in the main a laissez faire policy 
made the search for surgical relief altogether 
natural, especially as there was ready at hand, 
theoretically at least, an opening offering oppor- 
tunity to the mechanical approach. As previously 
noted, we have assumed for lack of a better 
theory that there is at work in these individuals 
a morbid vasomotor derangement giving rise to 
generalized vascular hypertonus. There is some 
question as to whether this vascular spasticity 
is inherent in the arterioles themselves or results 
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from overactivity of sympathetic nerves, but the 
latter assumption is at the moment generally ac- 


cepted. Because the blood pressure of certain 
hypertensive patients could be lowered by pro- 
ducing temporary vasodilation, it followed that 
permanent vasodilation of certain portions of 
the vascular system suggested itself as a method 
of lowering pressure to relieve distressing symp- 
toms and lessen the danger of cardiac and renal 
failure. This opens the door for the surgeon 
because there existed plenty of evidence that 
after their sympathetic nerve supply had been 
severed, blood vessels tend to dilate and remain 
less responsive to stimulation. It was found 
that extensive sympathectomy can be carried 
out safely without producing any important dis- 
ability. An extraordinary interest has devel- 
oped in the surgical treatment of hypertension. 
There are four schools of thought and practice 
regarding surgical attack on this problem, i.e., 
University of Michigan, Cleveland Clinic, Mayo 
Clinic and the New York Hospital. I am not 
equipped to describe or discuss the various op- 
erative procedures employed or their differences 
in detail. Suffice it to say that they all hinge 
upon a common endeavor to release the large 
abdominal blood vessels from vaso-motor control, 
thus substituting a permanent vasodilation. The 
combined statistics from active surgical centers 
of this work now include well over a thousand 
cases, operated upon and followed. 


The testimony, in general, is that after sur- 
gery the subjective improvement is out of 
proportion to the fall in blood pressure. This 
has been especially noted with respect to head- 
ache, vertigo, heart consciousness, and pre- 
cordial distress, and most extraordinary of 
all a marked improvement in retinal artery 
changes, hemorrhages and papilledema. 


It is difficult to explain these effects. Peet 
thinks that the operation is effective by creating 
a physiologic safety valve that will automatically 
relieve tension in the peripheral arteries whereas 
Goldblatt suggests that the beneficial effect noted 
clinically may result from vasodilation of the 
renal arterial system, thus relieving ischemia. It 
is a baffling observation recorded by Flothow 
who visited and analyzed the work at all the 
separate surgical clinics that, regardless of what 
operation had been performed, and they differ in 
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approach and detail, and almost regardless of 
the selection of cases for surgery, the results 
have been surprisingly similar in all quarters, 
A note of scepticism is introduced by Volini and 
Flaxman, who compared the effect of nonspecif- 
ic operations such as hysterectomy, prostatectomy, 
and cholecystectomy on patients with high blood 
pressure against the results of specific surgical 
procedures undertaken to lower blood pressure 
taken from published statistics. They summarize 
the symptomatic relief and reduction of pressures 
from the former series as similar to, and often 
better than, those produced by purposeful specific 
surgery. There is little question but that this is 
true and it makes one a bit uneasy about the 
whole business of surgery for high blood pres- 
sure. Most physicians, through whose hands 
pass many cases of essential hypertension, recall 
instances of extraordinary symptomatic recovery 
with years of useful life occurring quite spon- 
taneously or following the simplest measures of 
treatment in patients apparently very seriously 
ill. All of the surgeons engaged in this work ap- 
pear to agree that it is far from being an alto- 
gether satisfactory solution of the problem, but 
so far they are encouraged to go ahead because 
of the symptomatic relief and improved efficiency 
they have been able to confer on a certain pro- 
portion of their patients. Some of these successes 
have been dramatic to a degree. 


An extraordinary opposition has been ex- 
pressed from many medical sources. From 
some quarters come bitter criticism against 
the use of surgery—the usual argument being 
that a treatment so radical as sympathectomy 
should not be employed for a symptom of 
which the cause is still unknown. It is notice- 
able, and this may or may not be significant, 
that this critical and captious attitude toward 
surgery is in inverse ratio to the critics’ famil- 
iarity with the work and its results. Those 
internists who are in close touch with these 
activities are the most favorably disposed to- 
ward it, and this again may or may not be 
significant. Surgery undoubtedly has at this 
date a long way to go to justify itself, but 
there is every reason why the work should 
go on. 


Study of the most recent report from the 
Mayo Clinic group covering the results secured 
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by sympathectomy in 224 patients leaves one 
unimpressed. In 27 instances results are re- 
ported as “good” but when the pressure readings 
before and after operation are contrasted, in not 
more than six of these is the mathematical im- 
provement deserving of emphasis in a condition 
so variable as essential hypertension. The table, 
including a group of 41 cases claimed as “fair” 
improvement, may be dismissed as of uncertain, 
if any, value whatsoever when compared with 
routine observations under non-surgical manage- 
ment. It seems to me that the most liberal atti- 
tude toward results claimed from surgery will 
not allow one to accept the surgical score up to 
the present as impressive from the blood pres- 
sure readings before and after operation. One 
must be pardoned for insisting upon more per- 
suasive testimony than is furnished by this aspect 
of results because the operation is a_ specific 
surgical procedure undertaken to lower blood 
pressure and consequently must justify itself in 
that manner. The fact that symptoms are im- 
proved temporarily or permanently is, strictly 
speaking, neither here nor there. In any case, not 
advanced beyond the point where operation would 
be feasible, sensory complaints may vary almost 
from day to day, and not by any means always 
in proportion to the height of the blood pressure. 
Relief of symptoms hardly furnishes justifica- 
tion for operation. 


Twenty-five years ago, in the Journal of the 
American Medical Association, I outlined the 
treatment of arterial hypertension according to 
the best practice of that day. Five years later 
Moschcowitz reviewed the literature and covered 
the same ground, bringing it up to that date. 
A reperusal of these contributions will still fur- 
nish one with about all that we at present know 
regarding well-established practice in handling 
this problem. Perhaps a pursuance of surgical 
activity developing further technique and manage- 
ment and establishing suitable criteria for the se- 
lection of cases may carry us further towards the 
goal we are seeking, but at the moment a final 
commentary on this most important problem is 
that we have moved forward very little towards 
its solution in the past forty years. As the mat- 
ter stands, the argument of experience to the 
present leads us to the conviction that hyperten- 
sion is part of a mechanism for compensating 
visceral deficiency and that rude efforts to re- 
verse blood pressure either by drugs or opera- 
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tion are unphysiologic and disturb some status or 
equilibrium essential to body well-being. It may 
still be said that the most important considera- 
tion in the management of high blood pressure 
states is proper regulation of the patient’s per- 
sonal hygiene, somatic and psychic. The gain 
over excess pressures secured by this means is 
pure net gain involving no interference with an 
adjustment we understand very imperfectly. 
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Chondroma of the Tongue 


By Joseph Johns, M.D. 
Ionia, Michigan 


JosePpu Jouns, M.D. 
M.D., American Medical Missionary College 
of Chicago, 1910. Associate Surgeon, Clinton 


Memorial Hospital, St. Johns, Michigan. Mem- 
ber, Michigan State Medical Society. 


™ CARTILAGINOUS neoplasms appearing in tis- 

sues not normally containing cartilage are of 
very rare occurrence. This type of neoplastic 
disease mentioned includes the skin of the neck, 
the tonsils, the thyroid, the salivary and mam- 
mary glands, the uterus, the testicles and even 
intracranial cavity. Skeletal types are by far the 
most common. The classification of these tu- 
mors is not clear as yet, because of the marked 
variation in both the clinical and _ pathologic 
characteristics. Ewing? states that “cartilage is 
essentially an embryonal and transitory tissue, 
and that cartilage cells, although encased in a 
firm matrix, have rather active proliferative pow- 
ers, possesses amoebic properties and are readily 
subject to metaplastic changes.” Pless* states 
that chondromas are common but rarely appear 
on the tongue; only eight cases have been re- 
ported up to 1934. Routier* reports a young 
woman twenty-one years old as a rare example 
of a benign tumor of the tongue. About four 
years previously, she noticed a small protuber- 
ance on the right edge of the tongue. It gradu- 
ally increased in size and other nodules appeared. 
A clinical diagnosis was made of chondroma in 
spite of the extreme rarity of this type of tumor 
in the tongue. The diagnosis was confirmed by 
a histologic examination. The tumor was removed 
and she made a rapid recovery. Camus and 
Ertzbischoff,! presented a removed benign tu- 
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mor of the tongue of a woman twenty-one years 
old. The mass was located at the anterior part 


of the right edge of the tongue. There was no 


pain or pressure at any time but there was some 
disturbance of speech. 



































































Fig. 1. 
droma of the tongue). 


Postoperative microsection showing the tumor (chon- 


The tumor formed an irregular protrusion 
about 3x2 cm. and somewhat lobulated. The 
lingual mucosa was not altered or ulcerated. It 
was mobile and very hard on palpation. 

The tumor was removed and a histologic ex- 
amination showed that the tumor was a chon- 
droma. 

Etiological factors of these growths were at- 
tributed to some form of tongue injuries. Chon- 
droma of the tongue being a rare condition, it 
therefore seems that the following case is of suf- 
ficient interest to justify its report. 


R. H. first came to my office on June 6, 1940, com- 
plaining of fatigue, nervousness, cough and inability to 
gain weight. He had been raising small portions of 
grayish sputum chiefly in the morning after rising. 
Physical examination showed a rather small, thin, white 
male. Blood pressure was 120/74. There were some 
dental caries and a few extractions were evident. A 
firm hard nodule on the right lateral surface of the 
tongue was noted and the patient stated that this had 
been present for twenty years. Examination of the 
chest was negative except for a few very small incon- 
stant rales at the left apex posteriorly. Urinalysis was 


negative. White blood cells were normal in number 
and character. The chest radiograph showed no ab- 
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normalities except for the presence of a Ghon tu- 
bercle in the right mid-lung field. 

The second visit of the patient was April 1, 1941, 
At this time he complained chiefly of swelling of the 
right side of his tongue which had caused no symptoms 
for twenty years until two weeks prior to his second 
office visit, at which time he noticed some tenderness, 

Physical findings were unchanged since June 6, 1940, 
On the right lateral border and anterior third of the 
tongue there was a 1x1 cm. swelling. This nodule was 
stony hard and was not fixed to the deep tissue or 
mucous membranes. 

The University Hospital, Ann Arbor, Department of 
Oral Surgery, made no definite diagnosis but recom- 
mended surgical removal of the growth. On April 
22, 1941, under local anesthesia the growth was re- 
moved. The histologic diagnosis of the University 
Hospital was as follows: No. 5690AS, Fig. 1. “The 
specimen consists of a slightly irregular chondroma 
surrounded by adipose tissue and skeletal muscle. The 
skeletal muscle appears to be stretched around the 
chondroma.” 


Summary and Conclusion 


1. Evidence has been presented to permit the 
reasonable conclusion that neoplasms of the 
tongue are common, but that the cartilaginous 
type is very rare. 

2. The cartilage cells have rather active pro- 
liferative powers, possess amceboid properties 
and are readily subject to metaplastic changes. 

3. Etiological factors of tongue tumors are 
unknown but tongue injuries are predisposing 
causes. 

4. In this case the tumor caused no symp- 
toms over twenty years. 

5. Removal of the cartilaginous tumor in 
most cases gives complete cure. 
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BULLETIN ON FOODS 


Beta Sigma Phi fraternity, an organization of stu- 
dents who have received their master degrees from 
Wayne University, is donating $125 to the University 
this year. This money is to be used in the publication 
of the bulletin “Food for the Family in Wartime” 
under the joint authorship of Dr. Arthur H. Smith of 
the College of Medicine, and Dr. Lillian Meyer of the 
Home Economics Department, announced Dr. William 
H. Pyle, Director of the Graduate School. 
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" Nearcy 25 per cent of a group of 800 gastros- 

copies peformed at the University Hospital 
during the past two years have revealed the typi- 
cal’ morphological characteristics of hypertrophic 
gastritis. Of this group with hypertrophic gas- 
tritis we have selected and analyzed the clinical 
findings in fifty who were entirely free of any 
other evidence of organic disease. This has been 
done in an effort to determine whether or not 
there is any consistent clinical picture that occurs 
as a result of this disease in the stomach. 


Eusterman? has recently reported that ulcer 
symptoms predominate in all forms of gastritis 
including hypertrophic. Furthermore, Rivers and 
Smith* have emphasized the similarity between 
ulcer symptoms and those found in hypertrophic 
gastritis. Schindler, Ortmeyer and Renshaw’ list 
the symptoms in twenty-three cases of hyper- 
trophic gastritis combined with twelve cases of 
superficial gastritis. Their description includes 
nearly all forms of indigestion, occurring with 
and without relation to meals, and with and with- 
out relation to the ingestion of food. Night pains 
were frequent, vomiting was rare, and loss of 
weight was common. Their group showed a pre- 
ponderance of males, and the distribution was in 
all ages but the greatest incidence was in older 
persons. The only physical finding common to 
the majority was an epigastric or para-umbilical 
tenderness. Their conclusion was that there was 
nothing in the picture that clearly differentiated 
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the history of hypertrophic gastritis from that 
of other lesions of the stomach. 

In arriving at our diagnosis of hypertrophic 
gastritis in this group of fifty patients we have 
included only those individuals whose gastric 
mucosa showed the typical cobblestone’ or 
“orange-peel” appearing areas. Other associ- 
ated findings have included enlarged and 
hypertrophied rugal folds, dull orange-red 
color with diminished highlights, excess 
amount of mucus adhering to the mucous 
membrane, superficial erosions, and occasional 
fresh hemorrhagic areas. We have taken care 
also to avoid the pitfall recently mentioned by 
Ruffin and Brown,® whereby areas considered 
to be hypertrophic may be obliterated by in- 
creasing the intragastric pressure with air. It 
should be mentioned also that our observa- 
tions with the gastroscope have been made in 
every instance by one of the authors (H.M.P.) 
and checked often by several other observers 
present at the examination. 


Analysis of Clinical Material 


The analysis of the clinical material has in- 
cluded a careful summary of all the patients’ 
symptoms and results of the complete physical 
examination in addition to the gastro-intestinal 
x-rays, gastric analysis, and stool examination 
for occult blood. 


TABLE I. CHIEF COMPLAINTS 
Burning epigastric pain 

Epigastric fullness 

Dull epigastric pain 

Substernal burning 

Vomiting 

Right upper quadrant pain 

Gnawing epigastric pain 

Para-umbilical pain 

Severe sharp epigastric pain 


TABLE IJ. SYMPTOMS 


Abdominal pain 
Ructus 

Nausea 

Vomiting 
Nocturnal pain 
Substernal burning 
Hematemesis 
Tarry stools 
Anorexia 


Symptomatology 


Table I indicates that almost every one of these 
patients presented as the chief complaint some 
form of epigastric pain or full sensation. The 
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TABLE III. TIME OF ONSET OF PAIN 


One to two hours Pc 

I Gal. 5 Ses a dae 22% 
“After meals” 

Not related to meals 

“Before meals” 

Constant 

most common localizing complaint of all was an 
epigastric burning sensation which was found in 
over half of the entire group. A detailed analysis 
of all their symptoms as noted in Table IT re- 
veals that abdominal pain was present in 88 per 
cent of the group. The time of onset of this 
abdominal pain as noted in Table III was imme- 
diately after eating in 22 per cent, and one to 
two hours after eating in 32 per cent. Interest- 
ingly enough, 16 per cent of these patients re- 
ported that they did not notice any relation of 
their pain to the ingestion of food. 


TABLE IV. CAUSATIVE AGENTS OF PAIN 


i RE Se sc jal oi aes kas akeeeekaw al 14% 
Exertion 10% 
Alcohol 

Emotional upset 

Citrus fruits 

Tomatoes 

“Coarse foods” 

Pickles 


Causative Agents 


Various articles of food were described as 
causative agents of the abdominal pain, but no 
one item seemed very consistent. The different 
articles mentioned included fatty and fried foods 
14 per cent, alcohol 8 per cent, citrus fruits 4 
per cent, and tomatoes 4 per cent. The response 
which these individuals noted from the ingestion 
of food and alkalis revealed the following: 

Alkali Food 
Good relief i. 


Partial relief 
No relief 16 


Physical Examination 


The results of the physical examination re- 
vealed, as pointed out by Schindler, et al.,® that 
62 per cent have a definite epigastric tenderness, 
but in our group 32 per cent had no tenderness 
whatsoever. 


TABLE V. PHYSICAL EXAMINATION 
Epigastric tenderness 

Negative 

Resistance in epigastrium 

Schindler’s sign 

Spastic colon 

Succession splash 
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The sex ratio of our group of 78 per cent 
males and 22 per cent females which corresponds 
moderately well to the ratio of men to women 
as mentioned by Schindler.’ 


Laboratory Examination 


Gastro-intestinal x-rays and cholecystograms 
were obtained in every case and were reported 
as entirely negative in forty-six of the group of 
fifty patients. A prominent rugal pattern or en- 
larged muscular folds was mentioned in only one 
case, and the three others with abnormal find- 
ings showed some delayed emptying time or re- 
tention at the end of five hours with no other 
evidence of gastric or duodenal pathologic 
changes. 

Stool examinations were performed in twelve 
of our cases and the Guaiac reaction, indicating 
the presence of significant occult blood in the 
stool, was positive in two-thirds of these patients. 

The average age of our fifty patients was 37.1 
in the males with a range of eighteen to sixty, 
and in the females, 41.2 with a range of seven- 
teen to fifty-four. The average weight loss for 
the group was 14.5 pounds, and the average dura- 
tion of symptoms was 5.9 years. 

Thirty-six patients of the fifty had a gastric 
analysis, using histamine acid phosphate, 0.5 
mgm. subcutaneously, in order to stimulate gastric 
secretion and acidity. Twenty-one (58 per cent) 
of the group of thirty-six showed a maximum 
free hydrochloric acid, sometime during the test, 
of over 50 degrees, and thirteen of these twenty- 
one reached over 80 degrees of free acid. Al- 
though 56 per cent of the total group showed no 
free acid in the fasting specimen, none of the 
thirty-six on whom we had a gastric analysis 
showed a complete achlorhydria throughout all 
specimens of the test. 


Comments on Treatment 


Since the etiology of this disease is not known, 
the treatment must of necessity be empirical. All 
authors seem to agree that a bland diet is im- 
portant and many advocate the use of aluminum 
hydroxide, even though the acidity is low, for 
its demulcent effect. Silver therapy has_ been 
used at times either in the form of silver pro- 
teinate in a 2 per cent solution given three times 
daily before meals, or in the form of lavages 
with silver nitrate in 1:1500 to 1:3500 dilutions. 
This is preceded by a tap water lavage followed 
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by a saline lavage, and is done on consecutive 
mornings in the fasting state. Schindler® has re- 
ported one case of hypertrophic gastritis treated 
with roentgen therapy, in which there developed 
at first a normal appearing mucosa with loss of 
previous symptoms; later an atrophic gastritis 


appeared at which time the patient again devel- 
oped gas and eructation, while remaining free of 


ain. 

; We have chosen to treat the majority of our 
patients on a so-called modified ulcer regime, con- 
sisting mainly of a bland type of diet with fre- 
quent feedings, some form of antacid, and vita- 
min supplements when indicated. Two patients 
of this group were treated with deep x-ray ther- 
apy over the acid-bearing area of the stomach, 
following the plan outlined by Palmer* for peptic 
ulcer. The results were highly beneficial symp- 
tomatically, there being an improvement in the 
appearance of the gastric mucosa in subsequent 
gastroscopic examinations and also a reduction in 
the gastric acidity. We are continuing to treat 
additional patients with hypertrophic gastritis by 
the use of x-ray therapy since it seems more 
logical than anything yet proposed. This form of 
therapy, however, is still in the experimental 
stage and its use cannot be recommended indis- 
criminately. 


Summary 


We undertook this study with the belief that a 
rather definite clinical picture could be established 
as characteristic of hypertrophic gastritis. The 
features which are commonly present and serve 
to direct attention to this diagnosis consist of a 
burning sensation or discomfort in the epigas- 
trum. This may appear just before or imme- 
diately after eating a meal, or may even be de- 
layed one to two hours, and the discomfort is at 
times relieved by food or soda. It is common to 
find free acid in the gastric contents in normal 
or increased amounts, and uncommon for the 
roentgenogram to reveal any significant change. 
As in other gastric lesions, the disease is more 
prevalent in men than women, but is not con- 
fined to any particular age group. 

With such a variable picture as described above 
it becomes evident that although the diagnosis of 
hypertrophic gastritis may be suspected from the 
history, gastric analysis, and lack of x-ray find- 
ings, in the last analysis the diagnosis is de- 
pendent upon direct observation of the gastric 
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mucous membrane by means of the gastroscope. 


We believe that the diagnosis is important 
since hypertrophic gastritis is a definite organic 
disease. It is not infrequently the explanation 
of symptoms in patients with gastric complaints 
and whose x-rays are negative. In addition, 
hypertrophic gastritis may be the cause of a 
small or massive gastric hemorrhage,’ and as evi- 
denced by our own results it may be the explana- 
tion of significant occult blood in the stool. 


Conclusions 


1. Fifty patients who were diagnosed as hav- 
ing hypertrophic gastritis by gastroscopy and 
were free of any other recognized disease, have 
been analyzed. 


2. Our group consisted of middle-aged per- 
sons, the average age for males being 37.1 and 
for females 42.3. The ratio of males to females 
was 3.5:1. 

3. Prominent rugal folds were demonstrated 
by x-ray in only one case. 

4. The gastric analysis showed a maximum 
free acidity of over 50 degrees in 58 per cent of 
the cases, and eighteen of these reached over 80 
degrees. None of our patients showed an achlor- 
hydria in all specimens of the gastric analysis. 


5. We believe that hypertrophic gastritis per 


se can be the sole cause of gastric symptoms and 


deserves consideration in a differential diagnosis 
of gastric disease. 


6. No characteristic clinical syndrome is typi- 
cal of hypertrophic gastritis. The diagnosis must 
be made by exclusion and finally by means of the 
gastroscope. 
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TULAREMIA—CAWLEY 


Tularemia, Endemic 
in Southern Michigan 


By Edward P. Cawley, M.D. 
Jackson, Michigan 


Epwarp Puitiep Cawtty, M.D. 
A.B., Unwersity of Michigan 1936. M.D., 


University of Michigan, 1940. Resident, Mercy 
Hospital, Jackson, Michigan. 


™ TULAREMIA is assuming added importance in 
Michigan each year because of the increasing 
incidence of the disease. 


General Considerations 


Classification—The ulceroglandular variety 
while being the type most frequently encountered 
in this state, as in other localities, is only one 
of the four varieties composing Francis’ classifi- 
cation, the others being the oculoglandular, the 
glandular and the typhoidal types. 

Epidemiology.—This disease is usually trans- 
mitted to man through contamination with in- 
fected animals, most frequently wild rabbits, al- 
though there are many cases on record of trans- 
mission of tularemia to humans by the bite of 
the deer fly, Hillman and Morgan? having re- 
ported twenty-seven cases among boys in a CCC 
camp where the primary sores occurred almost 
exclusively about the back and shoulders, and 
where the source of infection was known to have 
been the bites of deer flies. It is generally 
agreed that transmission from one human to 
another is quite rare. A point stressed by sev- 
eral observers is that refrigeration of infected 
tissues for several days does not destroy the 
viability of Pasteurella tularensis, and Francis 
has shown that incomplete cooking also does not 
destroy the organism. One attack of this dis- 
ease apparently confers an immunity to future 
infections with Pasteurella tularensis. 


Diagnosis.—Tularemia, especially the typhoidal 
type, may masquerade under such a variety of 
signs and symptoms that the diagnosis becomes 
extremely difficult. Probably the best known 
and most widely employed diagnostic aid is the 
agglutination test, although, as Moss and Weil- 
baecher* bring out in an excellent paper, this 
test is of little value until after the tenth day of 
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the infection because of the absence of agglutin- 
ins in the blood. In their hands animal inocula- 
tion has proved a very satisfactory method of 
diagnosing tularemia, and is the only reliable 
laboratory method in the early stages of the dis- 
ease. A negative agglutination test despite a 
severe tularemic infection is not a rarity.* Diag- 
nosis of the most frequently encountered type 
of tularemia, the ulceroglandular, is usually not 
difficult if the disease is kept in mind during the 
hunting season when one is confronted with a 
patient presenting indolent, furuncle-like lesions, 
usually about the hands, and a clinical picture 
which may simulate many other diseases but 
usually includés weakness, chills and fever, gen- 
eralized aches and pains, drenching night sweats 
for longer or shorter periods of time, and pain- 
ful, tender regional adenopathy. Less common 
but nevertheless frequent findings are delirium, 
epistaxis, and conjunctivitis. Cutaneous mani- 
festations are commonly seen and may be of a 
great variety.* In the outbreak to be described 
subsequently, almost all patients stated that dur- 
ing the early phases_of the disease they thought 
that they were getting the “flu.” 


Treatment.—Since the advent of the sulfona- 
mides as chemotherapeutic aids there have been 
several reports in the literature of cases of tu- 
laremia successfully treated with these drugs. 
Foshay,’ in a series of 600 cases of tularemia 
treated with anti-tularemic serum, reported a 
mortality of 2.2 per cent in contrast to the usual 
figures which are given as 3 to 6 per cent. He 
also noted a reduction in the severity and dura- 
tion of the disease. Most writers agree that the 
primary sore should not be incised and the re- 
gional buboes should be incised only when soft- 
ening has occurred, because of the danger of 
disseminating the disease. Bed rest and sympto- 
matic treatment are an important adjunct in the 
therapy of all cases of tularemia. 


Local Endemic Experience 


In a recent outbreak of tularemia in Michigan 
there were ten proved cases of the disease within 
ten miles of Jackson. Each of these patients had 
the ulceroglandular variety and each gave a his- 
tory of dressing or handling wild rabbits, but 
there were several instances in which other mem- 
bers of the family, who admittedly handled the 
same rabbits, and apparently under the same con- 


Jour. M.S.\LS. 





itin- 
ula- 
| of 
able 
dis- 
le a 
iag- 
type 
not 
the 
th a 
ons, 
ture 
but 
gen- 
eats 
ain- 
mon 
ium, 
ani- 
of a 
ibed 
dur- 
ught 


ona- 
been 
tue 
ugs. 
mia 
da 
sual 


TULAREMIA—CAWLEY 


ditions, did not develop the disease. All of the 
patients in this series had one or more indolent, 
ulcerative lesions about the fingers or hands, and 
all had painful, tender, regional adenopathy, but 
only one had a generalized lymphadenopathy. 
Chills, fever, night sweats and weakness were 
complained of by all. Three had cutaneous 
eruptions: in a fourteen-year-old boy this con- 
sisted of erythema nodosum, while a thirty-year- 
old female had a papular erythema multiforme 
involving the face, hands, arms and feet. A 
seventeen-year-old boy had a papular erythe- 
ma multiforme involving the arms and _ legs. 
One boy had frequent nose bleeds and a mod- 
erately severe conjunctivitis. The agglutination 
test for P. tularensis was positive in all cases. 
There were no other significant laboratory find- 
ings in any instance, a slight leukocytosis being 
the general rule. Several of these patients were 
treated with drugs of the sulfonamide group, no 
spectacular therapeutic results being observed. 
Of the drugs employed, sulfathiazole seemed most 
effective, producing more clinical improvement 
than either sulfadiazine, sulfaguanidine or sulfa- 
pyridine. Suppurating axillary adenopathies were 
incised and drained in two cases when they began 
to soften and break down, and in one of these 
there was marked clinical improvement follow- 
ing this procedure. There were no fatalities 
among the ten cases. 


Typical Case Histories 


L. S., a white female, aged thirty, cleaned two wild 
rabbits on October 15. Four days later two indolent, 
ulcerative lesions developed on the middle finger of 
the right hand. Shortly before admission to the hos- 
pital on October 31 she noticed a painful, tender mass 
in the right axilla, and an asymptomatic cutaneous erup- 
tion. During the interim from October 15 to October 
31 she had had chills and fever, frequent night sweats, 
and had been extremely weak. Physical examination 
at the time of admission demonstrated the two ulcers 
of the finger, both fairly well healed, a tender, fluctu- 
ant mass about the size of a hen’s egg in the right 
axilla) and a papular erythema multiforme involving 
the face, hands, arms and feet. The patient’s tempera- 
ture was 102° and she appeared acutely ill. The agglu- 
tination for P. tularensis was positive in a di- 
lution of 1:520 and the leukocyte count was 13,000. 
She was given 45 grains of sulfapyridine each twenty- 
four hours for the next four days and the suppurating 
axillary bubo became soft and fluctuant and was in- 
cised and drained. Other than this the treatment was 
symptomatic. Histological examination of the necrotic 
lymph node showed a chronic infectious granuloma 
with all the morphological characteristics of tularemia. 
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During her six days in the hospital this patient’s tem- 
perature gradually dropped to 99° and she felt much 
better. When seen about a month later she was up 
and around, but still very weak. 


L. W., a white male, aged seventeen, also cleaned 
rabbits on October 15. Three days later he noticed 
what he believed to be a “boil” on the ring finger of 
his left hand. About this same time he began to have 
severe headaches, generalized aches and pains, and 
nausea and vomiting. His parents thought that he 
was getting the “flu.” A few days after the appear- 
ance of the initial sore, a painful mass developed in 
the left axilla. The headaches, generalized aches and 
pains, and nausea persisted up to the time of admission 
to the hospital on November 3, and for three days pre- 
vious to admission he had been having chills and fever. 
Examination upon admission revealed a punched out, 
furuncle-like nodule on the ring finger of the left hand, 
and a solitary, tender, walnut-size lymph node of the 
left axilla. The temperature was 100.2°. The agglu- 
tination for P. tularensis was positive in a di- 
lution of 1:5120 and the leukocyte count was 9,900. 
This boy received 90 grains of sulfadiazine each twenty- 
four hours for the next four days, at the end of which 
time his temperature was 99° and he was improved 
clinically. Seen about a month later he stated that he 
still had occasional chills and spent part of each day 
in bed because of excessive weakness. 


Summary 


A localized outbreak of ten cases of tularemia, 
each giving a history of handling wild rabbits, is 
described, with a brief discussion of the clinical 
and laboratory findings. 


Diagnosis of the ulceroglandular variety of tu- 
laremia is usually not difficult if one keeps the 
disease in mind as a likely possibility in a pa- 
tient presenting indolent, ulcerated lesions about 
the hands, with regional adenopathy, systemic 
symptoms, and a history of handling wild rab- 
bits. It should be remembered that the agglu- 
tination test is occasionally negative even with a 
severe infection. 


Treatment of tularemia with the sulfonamides 
demonstrated that these drugs are helpful in 
shortening the acute phase of the disease, but 
even in the cases where they were employed over 
a period of several weeks there was no appre- 
ciable diminution in the later manifestations of 
the disease as compared with those patients who 
either were not given the sulfonamides, or who 
received these drugs over a period of a few days 
only. Of the sulfonamides used (sulfapyridine, 
sulfathiazole, sulfadiazine and sulfaguanidine), 
sulfathiazole seemed to produce the most clinical 
improvement. Theoretically, it would seem that 
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a combination of treatment with Foshay’s anti- 
tularemic serum and the sulfonamides would be 
a very effective therapeutic measure in this dis- 


ease. 
* * * 


Acknowledgment is extended to Drs. A. H. 
Keefer, J. W. Wholihan and H. F. Balconi for 
their cooperation. 
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" THE great concept of focal infection which 

permeated Medicine twenty-five years ago was 
a sound and important development. It has been 
misunderstood and misinterpreted and _ over- 
emphasized generally but especially in otolaryn- 
gology. 

The term “Focal Infection” was coined by 
Hunter in England to indicate the causal rela- 
tionship thought to exist between infections of 
the teeth, tonsils, nasal sinuses, appendix, gall 
bladder et al. and various general systemic dis- 


_*Address delivered before the Michigan State Medical So- 
ciety, Friday, September 19, 1941, at Grand Rapids. 
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eases of unknown origin. In America the idea 
was popularized by Billings of Chicago. The 
original idea spread like wild fire. Few ideas in 
medicine have dominated medicine so rapidly and 
so completely. It is now a name which means 
something to every member of the community, 
It forms the subject matter of one of the first few 
chapters of every important system of medicine 
in the country. So plausible has been the theory, 
so many proofs seemed to have been adduced of 
its truth that today the concept of focal infection 
in relation to systemic diseases is firmly estab- 
lished in the minds of vast numbers of the pro- 
fession and of the public. 


What is this popular concept? No less than all 
or nearly all diseases of questionable or unknown 
origin are caused simply by focal infection of 
dental or tonsillar origin. 


Some of you, no doubt, consider this appraisal 
too extreme. To prove to you that I am stating a 
fact I will quote from the concluding paragraph 
of one of the most recent works on focal infec- 
tion by a responsible authority. 


“You cannot mean it has been asked of us, that only 
infection is responsible for all heart disease, the blue- 
sky nephritides, the ulcerations of the gastro-intestinal 
tract not due to immediate injury . . . every acute or 
chronic appendicitis . . . cholecystitis, iritis, glaucoma 

. . Cystitis, prostatitis . . . was induced because of 
metastatic blood-borne infections? that similar mech- 
anisms must be called to mind in half the eczemas and 
all the dysendocrinisms and diseases of the mind not 
‘inherited’? and that arrest of existent, or freedom 
from future and renewed attack is assured only by 
the discovery and surgical eradication of a focus nearly 
always resident in tooth (or tonsil)? These questions 
need diplomatic answer. We quote the words of an 
international document: That, gentlemen is exactly 
what we mean.” 


Granted that this is an expression of the con- 
cept in its most extreme form—still it is repre- 
sentative of the misconceptions regarding the 
theory of focal infection and its application which 
are current. 


Medicine is not an exact science. Once upon 
a time everyone was purged—then everyone 
was bled—later everyone was cupped—later 
still everyone was filled with the essential min- 
erals—recently everyone was robbed of his 
tonsils—still more recently everyone is being 
dosed with vitamins—and now everyone is be- 
ing given one of the sulfonamides. The tend- 
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ency has always been to use the popular reme- 
dy—whatever it may be, instead of ferreting 
out the cause. 

The truth regarding health and disease still 
defies settlement. Medicine is like an invinci- 
ble army proceeding against a desperate im- 
placable surprising enemy. Medicine marches, 
sometimes brilliantly advancing, sometimes 
precipitously retreating, but, in general, slowly 
but surely onwards. 


This fluctuating but advancing character is 
found in the idea of focal infection. Each of you 
can verify this for himself by comparing the 
chapter on focal infection written for the original 
edition of Oxford Medicine by Frank Billings 
about twenty-five years ago with that of the pres- 
ent edition by Ernest C. D. Irons.’ 


The original conception was that a great many 
systemic diseases had been proven beyond doubt 
to be due to a focus of infection. The proofs 
were experimental and pragmatic. Rosenow’s 
work must not be forgotten. Infections from pa- 
tients injected into the veins of animals had pro- 
duced in the animal the same infection in the 
same organ or tissue which had been found in 
the patient. Brilliant clinical results, such as the 
permanent recovery of patients with infectious 
arthritis had followed the discovery and removal 
of alveolar abscesses or chronic tonsillar infec- 
tions. 

The past twenty-five years have allowed time 
for the acccumulation of more reliable experi- 
mental and clinical evidence. This will be briefly 
commented upon. But these years witnessed 
among other things, ruthless excesses in the ex- 
traction of teeth and the removal of tonsils and 
in general an over-emphasis of the concept of fo- 
cal infection which threatened, for a time, seri- 
ously to discredit a sound and important develop- 
ment in medicine.? Focal infection formed a 
happy hunting ground for the poor clinician. 

Dissatisfaction with the hypothesis of focal in- 
fection has been increasing for many years. Crit- 
icism of it has come from both the laboratory 
and clinical sides. In 1928° and again, in 1936, 
Holman® made critical appraisals of the academic 
and experimental evidence for and against it 
which have become works of reference and from 
which I have paraphrased much. He stressed 
the point that metastasis was not the only factor 
in the incidence of disease. He takes the stand 
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that infected foci are of significance in very many 
instances and that in an otherwise perfectly 
healthy body infected foci cannot be the sole 
agent in the long list of disease processes in 
which they are supposed to play a part. The es- 
sential point is that an infected focus indicates 
that for some reason or other an earlier active 
infection has been incompletely cured and tells 


us that all is not well with the resistance of the 
body. 






There are normally lots of foci of infection 
in all of us. Transient bacteremia frequently 
occurs. Metastatic infection is constantly oc- 
curring. But few of these become manifest or 
give trouble in the normal individual. Why? 
Because the metastatic infection dies where it 
lights—due to adequate local resistance. 


But it is to sound clinical observation tested 
over the years, that medicine has to trust for its 
ultimate faith. Many are the fine clinical papers 
reappraising the hypothesis. One of the most rep- 
resentative of these is by Cecil of New York.’ 
He contrasts his staunch advocacy of focal infec- 
tion in his younger days—and the evidence which 
compelled it—with his knowledge after twenty 
years of experience. His early belief was that 
focal infection was a very important part of the 
etiology and treatment of rheumatoid arthritis. 
His present belief, from the careful study of an- 
other 200 typical cases, is that rheumatoid arthri- 
tis is not primarily a disease of focal infection. 
He has not abandoned focal infection entirely— 
he has become more conservative. He still be- 
lieves that in certain instances focal infection is 
of importance and in occasional situations of 
great importance. 

The present state of our knowledge regarding 
focal infection has been dispassionately investi- 
gated by Reimann and Havens.* Their conclu- 
sions are as follows: 


1. The theory of focal infection in the sense of the 
term used has not been proved. 

2. The infected agents involved are unknown. 

3. Large groups of persons whose tonsils are present 
are no worse than those whose tonsils are out. 

4. Patients whose teeth or tonsils are removed often 
continue to suffer from the original disease for which 
they were removed. 

5. Beneficial effects can seldom be ascribed to surgi- 
cal procedures alone. 
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6. Beneficial effects which occasionally occur after 
surgical measures are often outweighed by harmful ef- 
fects or no effect at all. 

7. Many suggested foci of infection heal after recov- 
ery from systemic disease or when the general health 
is improved with hygienic and dietary measures. 


The rhinologist has been vitally concerned in 
this problem of focal infection. He has been held 
responsible for the discovery and treatment of 
foci in the upper respiratory tract. The internist 
has forced him to be too zealous in his surgical 
measures. The craving for remedy new or novel 
has warped the judgment of many level-headed 
physicians. The public likes new stunts. At 
present the rhinologist and his medical and surgi- 
cal confréres are dissatisfied. The dissatisfaction 
centers about the sinuses and the tonsils. 


Sinusitis and Chronic Ailments 


The theory has been so plausible that the 
rhinologist has temporized as long as possible 
with the evidence plainly in front of him in the 
sinuses. Pus in a nasal accessory sinus is as dif- 
ferent from an abscess as day is from night— 
and yet this fact has been and is constantly over- 
looked by medical man and surgeon alike. Pus 
in a sinus is pus held within rigid bony walls. 
The cavity can be drained but it cannot be col- 
lapsed. For this reason infection in sinuses is not 
cured unless by the patient’s natural resistance. 


The larger and larger one’s clinical experience 
the more one becomes cognizant of the prevalence 
of acute and chronic infection in sinuses. One 
gains the impression that but few patients suffer- 
ing from infected sinuses have chronic ailments 
which might be considered as coming from foci 
of infection. I invariably inquire regarding the 
presence or absence of heart trouble, kidney 
trouble and rheumatism. In hundreds of cases of 
empyema of the sinuses I have rarely encoun- 
tered a history of systemic disease—affections of 
the bronchial tree excluded—which might be due 
to the sinusitis. 


The problem of the relationship between sinus- 
itis and arthritis has been well appraised by Wil- 
liams and Slocum of the Mayo Clinic.’° Al- 
though in an unselected group of 100 cases of in- 
fectious arthritis twenty cases of clinically proved 
sinus disease were found, the results experienced 
by the twelve patients who were operated on do 
not support the conclusion that sinusitis is the 
principal focus of infection in cases of infectious 
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arthritis. If disease of the sinuses is found, an 
attempt should be made to eradicate it, but too 
optimistic an outlook as to the results of this type 
of therapy should be avoided. It would seem to 
be definitely an error however, to assume that the 
sinuses can be ignored as possible foci of infec- 
tion in cases of infectious arthritis. 


In regard to sinus infection the medical man 
is hopelessly in the dark. The rhinologist is 
painfully aware of this. He sees many a case 
of ethmoiditis or nasal polypi which has been 
overlooked completely for a long time or 
treated as allergy by the medical man. The 
rhinologist also sees patients in whom the 
medical man insists that sinus trouble exists 
because of a slight anterior or posterior nasal 
moisture. The nose and throat are the physio- 
logical windows of the body—and yet they are 
completely neglected in the study of disease— 
and consequently the rhinological side of medi- 
cal conditions remains unwritten. The cause 
of this unhappy state of affairs is the unwill- 
ingness of our professors of medicine to make 
skilled use of the head-mirror a sine qua non 
of graduation in medicine. Until it is, the 
medical man is completely at the mercy of the 
rhinologist. 


But do not forget that there is a degree of 
disease in a sinus where the decision to operate 
is the decision of the rhinologist and his respon- 
sibility alone. 

Recurring nasopharyngitis is a common ail- 
ment of every period of life and its cause defies 
the physician for the same reason. It arouses or 
is caused by infection or irritation of islands of 
lymphoid tissue. The most perfect adenoidectomy 
will not eradicate these for the simple reason that 
lymphoid tissue is an integral part of the mucosa 
of the nasopharynx. Each of these is a possible 
focus of infection but it is no more possible to 
totally extirpate these than it is to obliterate 
every possible bit of sinus mucosa which might 
be a spot of lowered resistance to infection. 


The Tonsil 


It is otherwise with the tonsil which the physi- 
cian thinks he can examine. Many are unable to 
examine a throat without making redness appear 
on the anterior faucial pillar—and this redness 1s 
apt to be interpreted as an inflammatory reaction. 
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The condition of a throat cannot be properly ap- 
praised by the use of a wooden throat stick and a 
flash light. 

The result has been the widespread condemna- 
tion of the tonsil. The removal of fancied foci of 
infection in tonsils is recommended as cure and 
as prophylaxis. To thousands of patients tonsil- 
lectomy has been followed by great improvement 
in health—but every physician knows of many in- 
stances in which it has not. 


Now the point must be settled as to when a 
tonsil is or is not a focus of infection. It is not 
what a tonsil looks like but what it does that 
matters—and it can be taken for granted that 
recurring attacks of tonsillitis or swelling of the 
tonsillar cervical lymph nodes are.important indi- 
cations for tonsillectomy. 


Knowledge regarding an organ or tissue is 
based upon histology, physiology and pathology. 
The tonsil is almost completely neglected in the 
teaching of physiology. Its possible functions are 
at best glossed over as of little or no importance. 
The student does not know whether the tonsil is 
an organ of importance or a misconceived bit of 
human architecture. The normal histology of the 
tonsil is taught but is at best surmised: for no 
pair of tonsils has been preserved and exhibited 
as being without pathological change. 

The histopathology of the tonsil has been much 
studied—notably at Johns Hopkins Hospital— 
and the reader is specially referred to two papers 
by S. J. Crowe.**® The illustrations are excellent 
and the text clear and logical. The composite 
drawing of the tonsil and blood supply of a crypt 
shows an amazingly intricate structure. Perusal 
of this drawing is recommended to every physi- 
cian who has not seen it. Contemplation of this 
picture alone ought to convince the most doubting 
that the tonsil must have a function. However, 
this is not my point. 


The article states that the pathology of chronic 
tonsillitis is, commonly, destruction by ulceration 
of the epithelial lining of a crypt and an accom- 
panying thrombosis of large numbers of blood- 
vessels, which can thus afford a pathway for the 
entrance of bacteria into the blood stream. The 
normal epithelium in tubular areas is continually 
being shed and then renewed. Clumps of des- 
quamated cells are easily expressed from straight 
tubules but in tortuous ones nature has to exert 
greater effort. The contents of tonsil crypts may 
be due to the pathological process of ulceration, 
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but is much more likely to be just debris from 
physiological activity. To medicine, in general, 
the most important part of Crowe’s paper is the 
clinical history accompanying the final illustra- 
tion: local ulceration in a crypt of a tonsil wash 
found in the complete absence of clinical symp- 
toms or signs of tonsillitis: the tonsil was re- 
moved because of infectious arthritis and because 
no other focus of infection could be found. 


This article is signalled out because of the re- 
liability of the source. That article alone justifies 
a medical man in the belief that chronic infec- 
tion, or a definite focus of infection may exist in 
a tonsil in the complete absence of clinical symp- 
toms or signs. That article may be taken as jus- 
tification for the wholesale removal of tonsils by 
that type of medical man who tells his laryngo- 
logical confrére that he can no better decide by 
looking at it, whether a tonsil is diseased. But 
while the one examines it critically, the other only 
gets a peep when the patient gags! 


Before making that important conclusion 
again peruse the article and you will discover 
the words “no other focus of infection could 
be found.” Because of the source I believe 
those words. They place the responsibility 
right where it belongs, namely on the physi- 
cian-in-charge. Too often there has been abuse 
of the rhinologist if tonsillectomy has failed to 
cure the condition which the physician said it 
would cure. It is the physician-in-charge who 
must decide that the disease has its origin in a 
septic focus. It is he who must weigh the 
relative merits of alternative foci. The onus is 
on the physician-in-charge: that is my point. 


Those otolaryngologists who work routinely 
in a large out-patient clinic of children and who 
also have a large private practice see two mark- 
edly contrasting pictures, 


First take the picture presented by the clinic. 
Huge numbers of children are referred for ton- 
sillectomy. The better the reputation of the clinic 
the more it is thronged by parents who ask that 
their children be granted the boon of the opera- 
tion. The mother has been told that her child’s 
tonsils are enlarged and thinks that enlargement 
means disease. It was long ago forgotten that 
lymphoid tissue when physiologically active en- 
joys an increased blood supply and this must be 
accompanied by redness and swelling. 
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Someone has told the parent that the child’s 
tonsils are diseased—someone, as often as not, 
a lay person—the school nurse, school teacher or 
even minister. It matters not who made the state- 
- ment—the evil seed has been sown—and brave is 
the specialist who says the tonsil is not diseased. 
It takes great care in questioning of the parent 
and much time in putting down the reasons on 
the out-patient record to allow the specialist to 
take a stand against tonsillectomy in any particu- 
lar case. The result is that such a course is 
rarely taken. Tonsillectomy is advised nearly al- 
ways and the cases are labelled “very soon,” “as 
soon as possible,” “within reasonable time” or 
some other grouping which puts off the operation 
to a remote time—perhaps never. 

The more necessitous cases receive operation. 
But nowhere in democratic countries have ar- 
rangements been made whereby al/ the children 
of large cities can receive operation? Every large 
clinic of my acquaintance has thousands of chil- 
dren on its operating list. The vast majority of 
these never are operated upon. 

If this state of affairs were productive of 
harmful results popular clamor would result in 
the establishment of great municipal operating 
centers where tonsillectomy would be performed 
wholesale and those in attendance would be paid 
by the municipality. The great city of London, 
England, has centers of this sort but it is not 
maintained that more than a small fraction of 
the children receive attention. 

Why have not greater attempts been made in 
this direction? Because in thousands of cases 
relatively little harm results from the apparent 
failure to perform tonsillectomy. Possibly more 
harm and greater abuses would result from wide- 
spread adoption of universal tonsillectomy in 
children. 

Among a small proportion of the cases await- 
ing operation harmful effects from tonsils may 
develop. These cases are promptly spotted by 
some family physician or by some hospital serv- 
ice and the remedy quickly provided. 

The majority of these waiting cases are chil- 
dren in poor physical condition, undernourished, 
undersized, poor color, subject to frequent head 
colds. The majority, while on the waiting list, 
continue attending the medical clinic and there 
correction is made, as far as possible, of defects 
in diet and such advice is given as results in bet- 
ter attention to the child in its home. It is a 
matter of common knowledge that thousands of 
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these waiting cases improve so much from medi- 
cal guidance alone that they disappear from at- 
tendance at any hospital. 

Some parents are aggrieved that their child has 
been denied the supposed benefit of operation and 
because of their importunity get the operation 
performed somewhere, somehow and not always 
to the ultimate good of the child. Other parents 
are more rational and perceive that time has 
proven that the fancied necessity for operation 
was only a fancy. 

Then there is the picture presented by pri- 
vate practice. Here the problem touches the 
rhinologist differently. In a large number of 
instances he is treated as a mere mechanic. 
The family physician or pediatrician advises 
tonsillectomy and adenoidectomy and makes 
all the arrangements. The specialist merely 
operates and attends during post-operative 
recovery. The specialist operates or demurs 
according to his trust in his confrére. But 
the onus for operation lies upon the physician- 
in-charge. 

In other instances the advice of the specialist 
is sought before tonsillectomy and adenoidectomy 
are decided upon.. It is here we must be on our 
guard. The specialist who becomes a mere me- 
chanic or mere yes-man to the physician will de- 
serve the contempt and opprobium he will re- 
ceive. The more he neglects the medical side of 
his work the more he pushes himself down. Ad- 
mitted that it is easier and much quicker to oper- 
ate than to take careful history and perform ade- 
quate examination and follow this with carefully 
considered advice. But unfortunately some of 
the best medical men do not desire that their oto- 
laryngological confréres should practice as medi- 
cal men at all. The specialist may appreciate that 
the condition of the throat is secondary to a si- 
nus infection or merely to nasal obstruction—or 
believe that the patient is at an age when the nor- 
mal hypertrophy of lymphoid tissue occurs. Too 
often the medical man has already made the 
extravagant statement that the parent will incur 
direct responsibility for dire consequences unless 
the child’s tonsils and adenoids are removed at 
once. 

I hope I have said enough to show that I be- 
lieve that tonsillectomy performed in such chil- 
dren for such supposed dangers is rarely justified. 

The blame for this unhappy state of affairs lies 
upon those members of the medical profession 
who have forsaken the great principles of medi- 
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cine. No surgeon should allow himself to be- 
come a mere mechanic. No medical man worthy 
of the name should force the surgeon to become 


one. 

My advice to you is to remember that the 
rhinologist’s field is as much medical as surgical. 
In your surgical capacity your work must be done 
with dexterity and finesse. In your medical ca- 
pacity it is incumbent upon you to remember the 
principles ground into you as a medical student. 
One of you may be able to perform such a diff- 
cult operation as laryngectomy skillfully and 
another may not be able to do that operation at 
all—and yet the latter may be the sounder and 
more reliable rhinologist. As a surgeon you may 
enjoy the speed and satisfaction of operation but 
as a medical man you must remember ‘not to 
neglect the long, arduous, but more essential 
work of taking an adequate history, making a 
careful examination and then carefully consid- 
ering the evidence before giving advice. The di- 
agnosis and therapy indicated is in the history— 
if it is @ good history. 


Advise the removal of tonsils or the drain- 
age of a sinus when you believe that the tonsil 
or sinus condition is detrimental to your pa- 
tient—but do not say that you are removing 
the focus of infection and still less do not lead 
your patient to believe that his distant troubles 
will vanish. 


Many patients who are chronically ill of some 
disease or think they are, drift from one doctor 
to another, without getting a definite name to 
their group of ever changing discomforts. Some 
of these deluded people seek the dramatic and 
their symptoms disappear if their tonsils, appen- 
dix or gallbladder are removed. The disease is 
psychic and could easily be cured by a freak be- 
lief—one may perform any kind of miracle by 
making a wrong diagnosis. Nevertheless, there is 
a small number where some honest doubt exists, 
as to the possibility of a hidden focus, and in 
such cases tonsils may be removed in the hope 
of doing some good. I can conceive of such cases 
and agree that the operation may be justified, but 
only when every care is taken to explain to the 
patient honestly and fearlessly the point at issue, 
and let him unquestionably accept the situation 
and share the responsibility. 

The focus of infection idea has tended to seg- 
regate the ills of the patient in an isolated spot. 


June, 1942 


FOCAL INFECTION IN NOSE AND THROAT—WISHART 


This has been a short cut contrary to sound medi- 
cal principles. A patient’s illness is part of him- 
self. The medical man should revert to the sound 
principle of treating his patient as a person. 


Conclusion 


In conclusion the otolaryngological viewpoint 
must be: that sinuses when infected are rarely 
the cause of systemic disease: that the positive 
relationship of infections in the tonsils to sys- 
temic disease is not invariable: and that the re- 
moval of harmless tonsils as a prophylactic meas- 
ure is unjustified in the majority of cases. 


We have seen that enthusiasm for a new meth- 
od of clinical approach has led to unjustified gen- 
eralizations. These misconceptions have been ap- 
preciated alike by experienced clinicians and lab- 
oratory workers. These misconceptions have led 
to excesses in treatment by operation on the 
mouth and throat; which excesses are now rec- 
ognized and deplored by leaders of the medical 
profession. 


But the great public—and the mass of the med- 
ical profession as well—are unaware of the 
change in sound medical viewpoint. They require 
to be told in no uncertain terms that “focal in- 
fection” is not the Utopian short cut to the erad- 
ication of disease. 


There is no golden short cut to the cure of a 
patient. For the credit of medicine and the wel- 
fare of the patient, meddlesome and unnecessary 
surgery—whether advised by the internist or con- 
doned by the specialist—must cease. 


The cure of a patient lies—as it always has and 
always will—in careful history taking, thorough 
examination, adequate weighing of all the facts 
and in gentle painstaking surgery. 
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Medical College; D.D.S., Chicago College of 
Dental Surgery. Chief of Division of Plastic 
Surgery, Harper Hospital, Detroit; Associate 
or Consultant Plastic Surgeon to Children’s, 
Receiving, Deaconess, Jennings, Blaine, Mt. 
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™" MeDpIcAL preparedness demands that all doc- 

tors become more familiar with the treatment 
of wounds due to explosions. The utilization of 
small industrial plants throughout the nation; the 
probability of more serious and frequent acts of 
sabotage in our far-flung defense industries, all 
lead to the possibility that practitioners in small 
and large communities may soon be faced with 
the problem of caring for severe explosive in- 
juries. 

The discussion of this subject will be limited 
to a few of the many phases of treatment. It is 
assumed that the general condition relative to 
shock, hemorrhage, and the administration of 
antitetanic and gas serum have been cared for 
and that the patient is ready for actual treatment. 

The care of foreign materials blown into the 
face should be one of the first considerations. 
This treatment should be similar to that given to 
victims of automobile accidents where cinders and 
other debris are ground into the wound. 

At the first opportunity, the area should be an- 
esthetized with novocain. Oil marks should be 
washed thoroughly with soap and water and ben- 
zine; cinders, powder marks and other foreign 
material should be scrubbed out with a stiff 
bristled hand brush and any remaining particles 
picked out, piece by piece. A small dental cur- 
rette, a curved needle mounted in a needle holder, 
or an eye spud will serve to remove such particles 
after this thorough scrubbing. Bettman advises 
applying 5 per cent tannic acid followed imme- 
diately with 10 per cent silver nitrate after the 
scrubbing. Removal of the crust later will bring 





*Read before the Chicago meeting of the Society of Plastic 
and Reconstructive Surgeons, October 25, 1940. 
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Fig. 1. 
face was blown full of particles of gravel, dynamite and other 
foreign material. The upper ~ was torn open through the 

m 


As a result of a dynamite explosion, this patient’s 


midline and the nose mangled almost beyond recognition. The 
anterior antral walls were completely crushed and both antrums 
filled with clay and dynamite. The upper jaw was fractured 
horizontally and also through the midline, leaving two separate 
fragments hanging by the posterior mucous membrane of the 
mouth. About two hours were spent in extricating the numerous 
pieces of foreign material from the facial skin as outlined in 
the text. The antra and nasal cavities were cleaned out as best 
possible and the fragments of the jaw were held in place by 
special wires and splints, removing only those portions of the 
bone which were hopelessly detached. 

Fig. 2. In nasal reconstructions, the author prefers to use a 
posterior auricular pedicle flap in order that the nose may be 
reconstructed of hairless skin of good matching quality. This 
tube is detached after a preliminary elevation behind the ear 
and is transferred to the nose in about three weeks. 


Fig. 3. For further reconstructive work, the base of the ped- 
fcle was re-attached to the cheek. 

Fig. 4. Photograph of the patient several months later, after 
a nasal reconstruction, insertion of preserved rib cartilage be- 
neath the skin of the nose to restore the support and subsequent 
scar excisions from the lip. Note that the pigmented and for- 
eign body particles have practically all been eliminated by the 
meticulous scrubbing, et cetera, at the first operation. 


with it any remaining particles. Lead fragments, 
et cetera, should also be removed as far as pos- 
sible but in some cases, the removal of many small 
fragments does more damage than the danger of 
leaving them embedded and so discretion must be 
used. Metallic fragments in the antrum can be 
removed through the canine fossa and the cavity 
drained into the nose through the naso-antral 
wall. 

In civil life, this part of the treatment alone 
may consume considerable time but if this meticu- 
lous care is neglected, these particles left in the 
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skin soon become overgrown with scar tissue 
and a permanent pigmented scar results. It is 
almost impossible to correct the condition ‘at a 
later date and, therefore, such pigmented scars 
may ruin a patient’s social and business life. 


Fig. 5. 
region, 


most cases, especially in view of the newer meth- 
ods available in chemotherapy which should mini- 
mize or prevent infections. 

Plastic surgeons in England are now treat- 
ing large mangled areas which are devoid of 


An explosive injury caused a bilateral fracture of the mandible in the bicuspid 
severe comminution of the alveolar process in the upper and lower jaws and a 


transverse fracture of the alveolar process at the base of the roots of the lower teeth in 


the anterior fragment of the lower jaw. 


Hopelessly 


separated pieces of alveolar process 


were removed in this case and the fragments of the jaw wired as shown in the illustration. 


Fig. 6. 


Immediate suturing of this wound with “figure of eight”’ 
mouth brought the surface skin in good apposition. 


sutures tied within the 
The surface wound was closed with 


subcuticular stitches and light interrupted horsehair sutures. 


Fig. 7. Note that the tooth fragments, 
separated, have been removed. 
passed through or around them. 
good, 

Fig. 8. 
which again restores the 
definitely as a rule. 


Fig. 9. An after picture taken several 


jaw to normal 


alveolar fragments, 
e other fragments were held in place by 
While this position does not seem to be exceptionally 
yet an excellent result was obtained as shown in Figure 

Radiograph taken after healing was completed. 
shape. 


months 


etc., which were hopelessly 
silver wires 


Note the solid bone formation 


The silver wires may be left in in- 


after the injury shows comparatively 


little. scarring and these scars can be improved by future excision and careful resuturing. 


Early suturing of facial wounds has many ob- 
vious advantages in decreased scar formation, 
early recovery, etc., but there are also many fac- 
tors which militate against its success. Unavoid- 
able contamination by nasal and oral secretions, 
bone fragmentation and the desire to conserve 
every viable bit of skin are a few of the hinder- 
ing factors. 

I feel that in spite of the obvious drawbacks, 
immediate closure of the wounds is indicated in 
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skin covering by careful débridement, 


dusting 
the wound with sulfanilamide powder and 
applying large split skin grafts cut with the 
dermatone and sutured in place, as a primary 
dressing. Pressure is applied on the grafts 
with cotton waste or sponges incorporated in 
the dressing and the whole part immobilized in 
a plaster cast. Dressings are not removed for 
ten to fifteen days. This has resulted in much 
more rapid healing and fewer granulating 
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wounds which took months to heal under for- 
mer methods of treatment. (Converse) 


Débridement of facial tissues should be done 
very conservatively, for, due to the active 
blood supply of the face, it is often surprising 
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readily and aids in the plastic reconstruction 
later. There is a maxim in plastic surgery 
which holds true here—namely, “Never distort 
tissue to close a defect.” 


Aftercare is also very important. Heavy dress- 





Fig. 10. Chemical burns in this case caused total loss of the right ear and destruction of the 
skin over practically the entire right side of the face. Early skin grafting is recommended in 


such instances before contractures take place. 


Fig. 11. Ear reconstruction is one of the most difficult problems in plastic surgery and was 
especially difficult in this case since the entire ear area was a mass of scar tissue. This shows 
the elevation of a pedicle and a skin graft behind the ear on the scalp and the posterior surface 
of the pedicle as a preliminary stage to bringing up the tube pedicle shown on the chest which 


will be used to make the rim of the ear. 


Fig. 12. Final photograph shows a full thickness skin graft along the right side of the 
nose letting the right edge of the ala down. Thiersch grafts were removed with a dermatome 
and placed over the a side of the face and a semblance of an ear has been reconstructed out 


of the scar tissue an 
the scars from the face and res 


how many apparently hopelessly bruised tis- 
sues will survive. Tension sutures on the sur- 
face should be avoided because they leave 
scars wide of the wound, especially in the 
event of infection. “Figure of eight” stitches 
with knots tied on the mucous membrane serve 
the purpose nicely and leave no surface scars. 
The use of fine wire sutures in this way is also 
recommended, especially where infection is al- 
most inevitable. 


Special landmarks such as eyebrows, eyelids, 
vermilion lip borders, etc., should be brought to- 
gether first to avoid distortion later. Subcuticular 
stitches should be used wherever possible and the 
surface sutures can then be of fine horsehair 
for temporary use only. Thus, the surface scar- 
ring will be reduced to a minimum. The “figure 
of eight” and subcuticular stitches can be left in 
for two weeks if necessary, while the wound is 
healing. 


In actual loss of tissue around the mouth or 
nose, it is undoubtedly better to bring the mu- 
cous membrane out to the skin edge and suture 
it. This leaves a clean edge which heals 
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a chest —. At future operations, we propose to remove more of 
ape the ear to some extent. 


ings should be dispensed with because they soon 
become wet and promote infection. A sitting pos- 
ture in bed will probably help drainage and de- 
crease chances of pneumonia. Adequate drainage, 
if osteomyelitis develops, is very necessary. 

Chemotherapy is of great importance and, in 
the future, should reduce the complications of 
infection and pneumonia considerably. Fuller and 
James, reporting on the use of sulfanilamide de- 
rivatives in the present war, advise a blood con- 
centration of 2 mgrs. per cent as a preventive 
given within two hours of the injury. They rec- 
ommend 1.5 grams sulfanilamide dissolved in 
sweetened 1 per cent solution of citric acid, fol- 
lowed in two hours and then every four hours, by 
one 0.5 gram tablet. The first dose in solution 
aids in the rapid absorption, disguises the taste 
and reduces the toxicity of the drug. _ 

Chemical explosions usually result in severe 
burns and must be treated as the individual case 
demands, neutralizing the caustic agent and 
treating the burned area. They should be skin- 
grafted early to prevent scar tissue contracture 
which always increases the deformity. The recon- 
struction of any missing parts such as eyelids, 
ears, noses, et cetera, should begin as early as 
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possible because this is often a very prolonged 
ordeal at best. 

Facial bone fractures offer complications in 
many explosive injuries. Conservation of bone 
fragments is of paramount importance in order 
to reduce the subsequent deformity. Completely 
separated fragments of bone, especially in the 
upper jaw, usually have to be removed but wher- 
ever there is some periosteum attached or a possi- 
bility of the fragment living, these pieces should 
be replaced. Many times, small holes can be 
drilled in the fragments and 22 gauge silver wire 
used to hold them together. This is often of great 
value in holding nasal or malar bones up to the 
frontal bones after complete separation. 

Fractures of the alveolar process often result 
in an osteomyelitis of this area and, therefore, 
tooth fragments and unattached pieces of alveo- 
lar process should be carefully removed. Frag- 
ments of the jaw itself should be carefully pre- 
served to maintain its normal contour. Again, sil- 
ver wires can be used very effectively in holding 
such fragments together. 

Dental splints or intermaxillary wiring must 
be resorted to in the restoration of the contour 
of the arch. Many authors suggest the use of the 
four-tailed bandage for mandibular fractures but 
this can often result in an increased deformity. 
Great care should be exercised in putting on such 
a bandage so that the chin is not depressed and 
the displacement of the fragments thereby ex- 
aggerated. 

In spite of all precautions, subsequent plastic 
operations are often necessary. Scar excisions 
should be delayed until at least two months have 
elapsed. Facial depressions can often be built up 
with preserved cartilage transplants after a few 
months but bone grafts to the jaw should be de- 
layed a year in most cases. 


Summary 

It is the opinion of the author that, in civil life, 
we should expect and be prepared to treat more 
wounds of this nature which may become increas- 
ingly common as acts of sabotage, etc., increase 
in frequency. By giving the matter some thought 
at this time, we may contribute in a small way to 
the preparedness program. 


=—) sms 
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Case Treated by Sulfadiazine 
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Petoskey, Michigan 
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A.B., Swarthmore College, 1931; M.D., Har- 
vard University Medical School, 1935; Secre- 
tary of the Staff of the Lockwood General 
Hospital, Associate Member of the Staff of 
the Little Traverse Hospital, Petoskey. em- 
ber, Michigan State Medical Society. 


™" STAPHYLOCOCCUS meningitis is an uncommon, 

though by no means rare disease, occurring 
usually as a complication of other infections, 
though occasionally without any known preceding 
focus. Until the advent of sulfonamide therapy, 
the mortality had been discouragingly high, only 
scattered cases treated successfully by other 
methods having been reported. Since the use of 
sulfanilamide and its related compounds the out- 
look of these cases has brightened somewhat and 
I hope that the use of sulfadiazine will further 
help to lower the mortality. 

In 1939 Michels and Gonne® collected eight 
cases from the literature and reported one of 
their own. Additions since that time have raised 
the number of reported cases to about twenty, all 
of which have recovered. In these the most com- 
mon primary focus was the middle ear, although 
furuncles, craniotomy wound infections, pros- 
tatic abscesses and respiratory infections have at 
times been complicated by this type of men- 
ingitis. 

The symptomatology is not unlike that of 
meningitis due to other organisms, except that it 
almost always occurs during the course of a 
known infection, and is usually recognized 
promptly. The onset of stiff neck, headache and 
drowsiness, accompanied by a secondary rise in 
temperature to 103° or 104° during the course of 
a staphylococcus infection, should at once suggest 
that the organism has invaded the meninges. A 
spinal puncture should be performed at once to 
establish the diagnosis. The fluid, which is 
ground glass to cloudy in appearance, has a high 
cell count of polymorphonuclear leukocytes and 
usually shows gram positive cocci on a stained 
smear. Within eighteen to twenty-four hours 
these bacteria can be proven by culture to be 
staphylococci. 

The variety of therapeutic methods used in 
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this type of meningitis prior to discovery of sul- 
fanilamide was proof of its stubborn resistance 
to treatment. In 1928 the value of intraventricu- 
lar injection of gentian violet was shown by 
Lamb’ and this dye has since been used intra- 
venously by Blitz and Hermann’ with success. 
In 1932 Schless'* reported an instance of the 
disease which responded to the use of bacterio- 
phage and later this treatment was employed by 
Stout’ and by Dunlap.* Fritz and Hollister® re- 
ported a case which recovered with the use of 
staphylococcus antitoxin, although sulfanilamide 
was also employed in their patient. 

Sulfonamide therapy has been used with en- 
couraging results by a number of authors. Gon- 
ne, Peuterbaugh® and Findlay and Hammel* each 
treated a patient with sulfanilamide, Sadusk,™ 
Cohen and Galpern? and others with sulfathia- 
zole, and Gill® with sulfapyridine, all with re- 
covery. 

Since the introduction of sulfadiazine in 1940 
by Roblin’® and his colleagues, this drug has re- 
ceived increasing attention because of its low tox- 
icity and its chemotherapeutic activity against a 
variety of pathogenic organisms including the 
staphylococcus. These facts, and the observation 
that after some initial delay sulfadiazine concen- 
trations in the cerebrospinal fluid equal to two- 
thirds of the blood level of the drug can be main- 
tained by oral administration alone,’* prompted 
me to employ it in this case of staphylococcus 
meningitis. Following the recovery of the patient 
I feel that the definite advantages of sulfadiazine 
make this a promising method of treatment and 
warrant making this report. 


Case History 


Mrs. J. T., a sixty-four-year-old housewife was first 
seen on the afternoon of September 27, 1941, with the 
complaint of earache, frontal headache and drowsiness. 
She had been well until the night before entry when 
she had been awakened from sleep by a very severe 
pain in her left ear which forced her to get out of 
bed and pace up and down in her bedroom. Toward 
morning the pain was suddenly relieved by the dis- 
charge of a little blood from the ear. She felt better 
and was able to take a short automobile t:ip during 
the day but by night felt very tired, cold and com- 
plained of headache, drowsiness, nausea, and a return 
of pain in her left ear. She was admitted to the hos- 
pital twenty-four hours after the onset of her 
symptoms. 

Her past history revealed that she had undergone a 
hysterectomy in 1926, a cholecystostomy in 1931, a 
cholecystectomy in July, 1941, two and one-half months 
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before admission, and for the past ten years had heen 
a victim of hypertension and an enlarged heart. 


Physical Findings 


Examination on admission to the hospital revealed an 
elderly woman, in a semi-stupor. Her temperature was 
102.2, pulse 92, blood pressure 208/96, respirations 25. 
Both pupils were contracted. Ocular movements were 
normal as well as could be determined. There was 
definite neck rigidity and pain in the neck on attempted 
flexion. The left ear drum was hemorrhagic in its pos- 
terior part but was not bulging. The landmarks had 
disappeared and there was a small amount of bloody 
discharge in the external canal. The thyroid was 
slightly symmetrically enlarged, the heart enlarged 2 
cm. to the left, but the heart sounds clear and regular. 
Her chest was clear. There were low midline and 
high right rectus abdominal scars. Pelvic examination 
was normal except for a moderate white vaginal dis- 
charge. The right biceps reflex was more active than 
the left. Abdominal patellar and ankle reflexes were 
absent. plantar reflexes normal. 


Laboratory Studies 


Red blood count: 3,250,000; hemoglobin: 75 per 
cent; white counts: September 28—15,800; October 3— 
17,000; October 8—8,200. Urine: neutral; specific grav- 
ity: 1.020; albumin: 2 plus; sugar: negative; sedi- 
ment: occasional hyalin casts; 10-20 white blood cells 
/ HPF. Spinal fluids: See table. X-rays: films of 
both mastoid areas showed no clouding or breakdown 
of cells and were considered to be negative. 











TABLE I. SPINAL FLUID FINDINGS 
Date |Appearance| Pressure | Cell Count | Smear | Culture 
cloudy | Gram- | Staph. 
9/28/41 with increased| 1,233 polys} positive} aureus 
pedicle cocci 
| no 
10/2/41 clear normal 128 polys|bacteria| sterile 
no 
10/8/41 clear normal 13 polys|bacteria} sterile 

















Clinical Course 


Shortly after entry a lumbar puncture was _per- 
formed, and because of the finding of cloudy fluid and 
gram positive cocci 90 grains of sulfanilamide were 
given during the first twenty-four hours. Dr. William 
Conway was called in consultation and advised para- 
centesis of the left drum which was performed. He 
also suggested the use of sulfadiazine because of its 
diffusibility through the meninges. This was felt wise 
also because of finding Staphylococcus aureus on culture 
in our laboratory and in the Grand Rapids State Lab- 
oratory. Consequently the sulfanilamide was replaced 
by sulfadiazine with an initial dose of 1.5 grams fol- 
lowed by 1 gram every four hours throughout the 
illness. 


Jour. M.S.M.S. 
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Twenty-four hours after beginning sulfadiazine ther- 
apy the rectal temperature, which had risen to 104, 
dropped to normal, but rose again to 101.6 where it re- 
mained for five days. It then fell to normal. Except for 
this there were no signs of improvement until Octo- 
ber 4. The patient continued in a semi-comatose state, 
moaning, irrational, taking fluids poorly by mouth but 
always just able to take the sulfadiazine. She was in- 
continent, vomited occasionally, and developed paraly- 
sis of the lateral rectus muscle of the right eye which 
later disappeared. She was treated supportively by sa- 
line or 5 per cent glucose intravenously when the fluid 
intake was low, bladder washes for cystitis, enemas as 
necessary and general nursing care. 

On the morning of October 4, the eighth day of 
the disease, and sixth day of sulfadiazine therapy, she 
awoke greatly improved, asked questions about her 
surroundings, her family and illness, but appeared to 
be totally blind in both eyes until October 6, when her 
sight began to return. By October 9 her vision was 
20/40 in each eye with glasses. Biceps, patellar and 
ankle reflexes returned, though the biceps and patellar 
jerks were more active on the right than on the left 
side. On the day of her discharge to a convalescent 
home, October 9, she was rational, quiet, and com- 
plained only of weakness. Her temperature was nor- 
mal. On lumbar puncture the fluid was clear, con- 
tained 13 cells per cu. mm. and showed no organisms 
on culture. She had no memory of her illness. 

On November 1 when last seen she complained only 
of some dizziness. There was no drainage from the 
ear, her temperature and pulse were normal and re- 
flexes essentially normal. Her blood pressure was 
210/98. 


Summary 


A case of staphylococcus meningitis, resulting 
from acute otitis media, is presented, which re- 
sponded well to the oral administration of sulfa- 
diazine. It is hoped that this may prove to be 
an effective agent in the treatment of the disease 
because of its diffusibility through the meninges 
and its bacteriostatic action against staphylococci. 
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Medicine and the Antitrust Act* 


A Discussion of the Government's Suit 
Against the American Medical 
Association 


By Walton H. Hamilton, Southmayd Professor of 
Law, Yale University School of Law 


™ Mr. CHarrMAN, Gentlemen of the Medical 

Profession, and Fellow Students, may I begin 
with two or three words of explanation? If I 
appear before you as a layman, in respect to 
the subject with which we are dealing you ap- 
pear before me as laymen. We are dealing with 
a technique very different from medicine. I shall, 
so far as I can, avoid the words of the law, be- 
cause they are many, complicated, and intermina- 
ble. But the difficulty is more than a language 
difficulty. The process by which the law operates 
is so different from that which you employ in 
your everyday work that it is not easy to follow. 

Second, I shall, during the course of this dis- 
cussion, wander to and fro, down the ages. I 
may mention the date 1603, 1623, or 1819, or 
other dates which seem to savour of the antique. 
I would hardly expect if I went into one of your 
offices to find you invoking Galen, Harvey or one 
of the ancient worthies. If, bothered by symp- 
toms of mine, you should make reference to “21 
Jacobus I, Chapter 3,” I should probably throw 
up my hands in horror. But the ways of law 
are decorous and its authorities venerable. If 
mine adversary quotes a case of 1621, and I can 
counter with one from the vinting of 1601, I take 
that round. 

Third, when you resort to law, you invoke a 





*Address delivered at 158th Semi-Annual Meeting, New Haven 
County Medical Association. 


Reprinted by special permission from the Connecticut State 
— Journal, December, 1941, issue, Vol. V, No. 12, page 
873. 
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very stubborn diagnosis. You commit yourself 
to a series of moves which seems interminable ; 
your case moves from court to court; between 
the trial and the appeal courts it may even shuttle 
up and down. As it goes forward—or backward 
—it is, therefore, essential to keep clearly in mind 
exactly what the motion is and what stage in the 
litigation has been reached. 


Finally, my concern is with the case in perspec- 
tive and in general significance. I have no dis- 
position to pass upon the guilt or innocence of 
the parties concerned. I shall review particular 
acts only so far as is necessary to throw into 
relief the legal questions which are of profes- 
sional interest. 


This is the autumn of the year 1941; yet the 
events which pass in legal review all occurred 
during the years 1938 and 1939. If you had a 
patient whose symptoms were diagnosed in 1938, 
and in 1941 you were still not free to prescribe, 
I wonder what the practice of medicine would 
be like. Yet the case still remains on the court’s 
calendar and months, even years, may pass before 
finis can be written to the story, 


Late in 1936 a group of government employes, 
mostly connected with the Home Owners Loan 
Corporation, decided to form a “medical codpera- 
tive” known as the Group Health Association. 
When that was done, the laymen in charge went 
to the officers of the District of Columbia Medi- 
cal Society, disclosed their plans, and called for 
cooperation. In those early months, four courses 
of action were debated by the officials of the 
Medical Society. One was to be strictly neutral 
and “let the thing go to the devil.” The second 
was “here is an experiment, maybe it won’t get 
anywhere, maybe it will, let’s lend a helping hand. 
It certainly can’t make good as outlined, but 
maybe it can be converted into something that 
is worth-while.” The third was to checkmate 
with a group plan under the auspices of the local 
organization. “Let’s set up a scheme of our 
own which goes in the same direction, preserves 
the ancient liberties of the profession, and avoids 
the bad features of Group Health.” And the 
fourth was, “let’s become militant and give the 
thing the works.” There were people in the Medi- 
cal Society who took all of these various posi- 
tions. What the general sentiment of the So- 
ciety was it is impossible to say. The officials 
were in charge; and, though there was delay and 
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difference of opinion, little by little they drifted 
toward the fourth position, that of militancy. 


The first legal move was a flank attack. The 
officers of the Medical Society persuaded the 
District Attorney to ask the court for a declara- 
tory judgment to the effect that “Group Health” 
was: (a) without a license doing an insurance 
business; and (2) as a “corporation” was en- 
gaged in the illegal practice of medicine. Gen- 
erally speaking, the courts will not in the abstract 
make a declaration on what the law is. Usually 
they wait for “a genuine case in controversy.” 
Then the issue is carried up through the various 
tribunals to—as the Chief Justice has put it— 
“the court of ultimate conjecture and final error.” 
A declaratory judgment is gradually coming into 
the law. It is to litigation what prevention is to 
the practice of medicine. In a word, the law is 
declared in advance so that people may suit their 
actions to it and avoid the bother and expense of 
needless conflict. 


These motions were in due course argued be- 
fore District Judge Bailey. He admitted “Group 
Health” to be a corporation, but denied that it 
was engaged in practicing medicine. It was not 
the association, but the physicians employed by 
it, who were practicing medicine. Nor was it 
concerned with the insurance business. Instead 
its members had banded together into a “con- 
sumers’ cooperative” to make a collective pur- 
chase of medical services. In medicine a dis- 
ease by any other name would be as deadly; 
in law innocence or guilt often wait upon the 
name by which a thing is called. Insurance—a 
corporation practicing medicine—unlawful; a 
consumers’ cooperative—legal questions vanish. 


Then came certain moves against Group Health 
by the District of Columbia Medical Society. In 
respect to these the Government brought its in- 
dictment, charging violation of Section 3 of the 
Sherman Act, popularly known as the Antitrust 
Act. The counts against the Society, the Amer- 
ican Medical Association, and their officials were 
three in number. The first was interference with 
physicians—both those who were in the em- 
ploy of Group Health and those who might in 
future be so employed—in “the lawful pursuit 
of their calling.” The second was interference 
with Group Health in an experiment intended to 
bring service within the financial means of the 
common people. The third was the denial to the 
public at large of whatever benefits might emerge 


Jour. M.S.M.S. 
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from the provision of a more economical medi- 
cal service. 

All of this was a verbal cloak for a recitation 
of particular acts alleged by the Government to 
lie beyond the tolerance of the law. A physician 
was required to resign his position with Group 
Health as the price of retaining membership in 
the Medical Society. Another who persisted in 
staying with Group Health was expelled from 
the Society. A threat of “discipline” was made 
against any member of the Society who permitted 
himself to be called into consultation by any 
member of the staff of Group Health. Steps were 
taken to have the hospitals in the District of 
Columbia deny “courtesy” privileges to the mem- 
bers of the staff of Group Health. In a word, 
the Government charged a boycott against Group 
Health, the physicians in its employ, physicians 
who took counsel with them, and hospitals which 
extended their facilities to them. 

Such, in the broadest terms, are the counts. To 
any indictment, the defendants can enter one or 
another of two pleas. They may admit or deny 
their guilt ; if they deny, the case goes to trial, and 
the burden of proof is upon the party who al- 
leges illegal conduct. Or they may insist that 
the statute under which they are hailed into 
court does not prohibit the specific conduct with 
which they are charged. In technical terms, they 
may answer or they may demur; or, in popular 
language, their choice is to say it-ain’t-so or to 
ask what-of-it. 

When, at a preliminary hearing, the defendants 
appeared before Judge Proctor, it was to ask 
what-of-it. Their demurrer took three lines. 
First, Group Health was illegal; for a corpora- 
tion, which had no sanction to do so, was illegally 
practicing medicine and selling insurance; and 
surely there was no wrong in interfering with 
an illegal concern. Second, the indictment was 
faulty. It was so colorful and so detailed as to 


‘prejudice the jury against the individual whom 


it sought to convict.t 

Third—the one which was pressed the hardest 
—physicians are not subject to the prohibitions 
of the Sherman Act. For the law forbids re- 
straint of trade; and, since medicine is not a 
trade, practitioners of medicine cannot possibly 
engage in restraint of trade.* Judge Proctor sus- 





¢+At the close of the trial, the attorneys for the defendant 
insisted that the jury should not take a wp sd of the indictment 
with them when they retired to make up their verdict. 

*This did not stop the same attorneys from analogyzing the 
medical society to an association of working men, and claiming 
for the A.M.A. all the immunities which the courts have ac- 
corded to the trade union. 
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tained the demurrer and the Government took an 
appeal to the Circuit Court of Appeals.f 
As the appeal was taken, it was the law and 


not the defendants, who went on trial. At this 
stage there was no question of guilt or innocence ; 
the issue was the abstract one of whether phy- 
sicians could be brought into court for violation 
of the antitrust acts. No more, no less, was un- 
der consideration than what the law is, and 
whether it applied to the kind of situation recited 
in the indictment. 

The government’s contention was that whether 
medicine is a trade or a profession had nothing 
to do with the case.** It was perfectly willing 
to concede that medicine is a profession, a noble 
profession, a learned profession. But it insisted 
that no question concerning the practice of medi- 
cine by a physician was at issue. Instead the 
concern was wholly with the economic arrange- 
ments, under which medicine is made available 
to the people. The doctor can meet his patient 
under any one of an almost infinite number of 
Therefore, the heart of the case 
was the economics of medicine, not medicine as 
a profession. 

The appeal presented a question of strategy; 
the issue might turn upon the line of attack. It 
was possible to exalt the common health, insist 
that current service was inadequate, play up 
Group Health as a great forward movement. 
Or it was possible to ground the argument in the 
ancient precedents of the common law. In the 
end the more legalistic attitude prevailed ; the dust 
was blown off of all the old books; rules, prin- 
ciples, citations were sought which, carrying 
across decades and even centuries, could do 


arrangements. 


doughty duty in a modern bout at law. 
So it was contended that there was here no 
issue over medicine and “trade.” Rather the 


tHad the demurrer been overruled the case would at once 
have gone to trial. At this point, the plaintiff has an appeal, 
but not the defendant. The reason for the difference is com- 
mon sense. If the case goes against the defendants, they can 
argue their demurrer along with their conviction; so no rights 
are lost. But, unless the government can appeal at this point, 
its case can never be brought to trial. 


**Just to get the record straight, a personal confession is in 
order here. At this point I entered the case in a minor role 
and wrote about half of the government’s brief on the appeal. 
Again, to keep the record straight, I took no subsequent part 
in the proceedings. 


tit is of note in passing that the appeal was to be argued 
before a bench of three chosen from a court of six judges. 
Since these differed in attitude, experience, legal specialty, the 
world that moves beneath the hat, it might make a difference 
just who was to sit. Since this was not to be known in 
advance, lawyers on both sides were in something of a quandary 
as to just what to plead. The government, for instance, might 
have plead the “liberal cause” of seeking to promote the common 
health. Instead, it took a conservative stand and bottomed its 
case on the common law. 
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question was whether certain individuals, who 
happened in the instance to be physicians, had 


“ec 


been guilty of the offense known at law as “re- 


straint of trade.” If you will write the term not 
as restraint of trade, but as restraint-of-trade, 
you will have a key to the line of argument. 
You cannot look up the word “restraint” and 
the word “trade” in the dictionary, and by putting 
them together find what the term means. You 
might just as well, by looking up the separate 
words try to determine what “last clear chance” 
or “due process of law” means. In other words, 
“restraint of trade” is a term of art. As such it 
has little by little accumulated its meaning over 
a period of years. Therefore, the meaning of 
the term is to be discovered in the history of 
the law. 


The question is the meaning of the term as set 
down in the Sherman Act under which the indict- 
ment was brought. This statute which was 
passed by the Fifty-first Congress and became a 
law on the 2d of July, 1891, has had an extreme- 
ly interesting history. The original bill, intro- 
duced by Senator Sherman, was a thrust at the 
trusts, just then becoming big and powerful. It 
was aimed at persons who sought to lessen com- 
petition or to enhance the price of goods to the 
consumer. As it was debated it was amended, 
and as amendment after amendment was added, 
it lost alike its objective and its integrity. Even- 
tually, as a thing of shreds and patches, it was 
referred to the Judiciary Committee. Despair- 
ing of straightening out the tortuous lines, the 
Committee scrapped the bill and with Senator 
Hoar as draftsman, rewrote the statute. It de- 
fined no new offense. It simply put a ban 
upon all conduct known to the common law as 
“restraint of trade.” 


It is always a task to discover the range and 
meaning of a statute whose lines are as lean as 
the Sherman Act. In this instance the history 
of the measure points the way. The bill which 
was debated was never passed ; the bill which was 
passed was little debated. The quest for con- 
tent runs away from the Congressional Record to 
the annals of the courts. There it is discovered 
that the reports abound in cases of restraint of 
trade. And, strange as it may seem to the lay- 
men, there are more of these which concern 
medicine than any other calling. In fact an 
appendix to the Government’s brief lists more 
than one hundred cases in which courts had ap- 
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plied to the medical profession the doctrine of 
restraint of trade. 


It comes up in this particular way. A doctor 
sells his practice to another physician. He agrees 
for a certain period of time and within a certain 
territory not again to engage in practice. After 
a time the itch of the calling comes upon him, and 
he can remain idle no longer. Sooner or later, 
the old shingle is hung out again, whereupon the 
doctor to whom he has sold his practice brings 
suit against him for breach of contract. When 
it goes into the court, the doctor who rues his 
bargain pleads, “Yes, I have broken my con- 
tract, but the contract is illegal.”” For what reason 
is it illegal? “It is illegal because it is in restraint 
of trade and therefore void as against public 
policy.” Sometimes the court finds for the plain- 
tiff and awards damages; sometimes it finds for 
the defendant and dismisses the suit. But, in 
every instance, the norm of reference is the pro- 
hibition against restraint. In fact, so far as the 
cases go, the doctrine of restramt of trade is 
better established in respect to medicine than any 
other occupation. The criminal penalty in the 
Sherman Act is new but the offense is old. The 
sole novelty is in making a misdemeanor out of 
what had long been recognized as a common law 
wrong. 


The Government’s argument was to the effect 
that the Sherman Act is general; that restraint of 
trade is an offense of which any person, corpo- 
rate or natural, may be guilty; that its domain 
is universal. True, there can be an exception, 
but the exception must be decreed by the legis- 
lature which has passed the act. And every ex- 
ception must be explicit, for adequate cause, by 
proper grant. Exceptions to the general law 
cannot be based upon inference or implication. 


To the Sherman Act a number of exceptions 
have been written. They fall roughly into two 
general classes. The first are in respect to cer- 
tain services where the consumer cannot best be 
served by competition. The public utility com- 
panies are the best example. But in such cases 
the state itself sets up a regulatory commission 
as substitute for competition. The second pre- 
sents an attempt of the state to favor the weaker 
party to the bargaining process. The best exam- 
ple is in connection with labor. Statutes of the 
United States encourage working men to bargain 
with their employers as a unit. The theory is 
that such unity of action is necessary to en- 
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courage “that equality of bargaining power in 
which freedom of contract begins.” <A like ex- 
ception has been written in favor of farmers’ co- 
operatives in the Capper-Volstead and the Agri- 
cultural Marketing Acts. But lest indulgence be 
pushed too far, those statutes provide that if the 
Secretary of Agriculture has reason to believe 
that the exception in any way tends towards 
monopoly, he shall take appropriate steps to 
hold it within lawful bounds. In all such in- 
stances the attempt is to lift the weaker party 
to an equality in bargaining power; but the mo- 
ment a favored group rises above that plane, it 
transgresses the law. 


So the question occurs, is there any exception 
on which the officials of the medical association 
can rely? It must, mind you, be explicit and by 
special legislative grant. Take first the American 
Medical Association, a corporation of the State 
of Illinois. It was chartered under the corpora- 
tion act of a particular state, and it was not given 
a special charter. The instrument under which 
it operates is simply one of hundreds issued under 
a general enabling act. It contains no saving 
clause in favor of the medical profession. Nor, if 
there were, would it be of any value; for a state 
of the union can grant no immunity to a Fed- 
eral act. 


The Medical Society of the District of Colum- 
bia is, however, upon somewhat firmer footing. 
Its character came by way of a special act of 
Congress, the very body which passed the Sher- 
man law. If, therefore, a saving clause can be 
discovered within the four corners of the charter, 
it is possible to plead an immunity. The original 
grant dates from 1819; as the preamble declares 
the grant was made for the purpose of “promot- 
ing and disseminating medical and surgical knowl- 
edge and for no other purpose whatsoever.” A 
section of the charter expressly provides that 
“nothing herein contained shall authorize the said 
corporation in anywise to regulate the practice of 
medical or chirurgical attendance upon such per- 
sons as may need those services nor to establish 
or fix a tariff of charges.” The grant gives to the 
Medical Society the right to lfcense physicians. 
That power was later taken away by an Act of 
Congress. 


In 1924 Congress amended the charter of the 
Medical Society. Again the purpose was limited 
to promoting and disseminating medical knowl- 
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edge; again was added the words “and for no 
other purpose.” No prohibition covering the regu- 
lation of fees was deemed necessary, presumably 
because Section 3 of the Sherman Act cov- 
ered the matter. The discussion on the floor 
indicates that Congress desired to limit the activi- 
ties of the Society to its avowed objects. No- 
where is it written that the Society may concern 
itself with the economic aspects of medicine. 


A collateral chapter of history moves to the 
same result. In the sixteenth century, when the 
common law was in the making, the English 
government operated to a large extent through 
corporations of its own creation, All sorts of 
public functions were delegated to the half-pri- 
vate, half-public body known as “the honorable 
company.” One of those charters—a most inter- 
esting document—was issued to the College of 
Physicians of the City of London. It gives to 
that body the right to license all physicians. It 
gives to it the right of “search and seizure” in 
respect to all medicines and medicinal products 
which come to market. The College had its own 
court, policed a public domain, imposed its own 
sentences, even sent transgressors to jail. There 
was, in a word, an autonomous control of the 
medical profession by the College of Physicians. 
As the use of private agencies to do public work 
fell away, the “liberties” of the College were 
later restricted. A copy of this old document 
seems to have been before Congress in 1819; 
for a number of paragraphs in the charter of the 
Medical Society of the District of Columbia are 
identical in language with its provisions. It is, 
therefore, significant, that all powers of police, 
and all authority in respect to the economics of 
medicine are omitted from the District Society’s 
Charter. 


In days of old the law undoubtedly recognized 
immunities in respect to the learned professions. 
At the close of the Middle Ages the affairs of the 
church were rather generally beyond the reach of 
the secular law. But in recent centuries the legal 
trend has been towards a general law which treats 
all alike. As against class or calling no principle 
is today better established than “equality before 
the law.” So the Government concluded its argu- 
ment with the statement that the law did not 
spend centuries, first to abate and then to abolish 





tIn the original debate, leading to the Sherman Act, Senator 
Morgan had asked if medicine were not included within the 
proposed measure. Senator Sherman did not know. The Gov- 
ernment in the instant case plead “the silence of Congress’ 
against any exception. 
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benefit of clergy, to confer its immunity upon the 
more secular calling of physician. 


The appeal of the Government was successful. 
The Circuit Court reversed Judge Proctor and 
overruled the demurrer. A petition by the defend- 
ants to the United States Supreme Court was 
denied. So, after much-to-do over the law, the 
suit eventually went to trial before Judge Proctor. 
In this ordeal the Government put forward two 
distinct lines of testimony. The first was a series 
of documents gathered from the files of the ac- 
cused. In accord with its usual procedure, the 
Government secured from the court and served 
upon the District Society a subpoena duces tecum 
—‘you come into court and bring with you.” 
You might almost add to that “Cum filing case.” 
In other words, “Bring all of your records.” It 
was as if the Government had said, ‘These 
charges must be tried by the facts; we haven’t 
the facts but you have; bring them into court.” 


If I may be permitted to say so, the officials 
of the Society had behaved like amateurs, not like 
hardened criminals, at the game of restraint. 
They put things in writing which no baron of 
big business would ever allow to escape the 
secrecy of private conversation. An example or 
two will make the matter clear. A resolution be- 
gins, “Whereas the Medical Society of the Dis- 
trict of Columbia has an apparent means of hin- 
dering the successful operation of Group Health 
Association.” A statement by an official ‘of the 
Society urges indirect attack, insisting that what- 
ever plan is used, it must be “camouflaged to 
the nth degree.” It is easy to multiply instances 
of such indiscreet statements. 

Second, the Government introduced evidence 
of overt acts on the part of the defendants. As 
is the habit of lawyers, the attorneys for the gov- 
ernment tried to make their exhibits as dramatic 
as possible. They presented instances of indi- 
vidu>’ ; taken to hospitals in the dead of night in 
dema of immediate surgical attention. As usual, 
it wa:: the zero hour, the cold winds blew; snow 
lay upon the ground. In such circumstances the 
patient was turned away, the Group Health sur- 
geon was ‘denied the right to operate, and in one 
instance a junior member of the regular staff 
was alleged to have run by all the red lights and 
to have performed an unnecessary operation. 
There was material for an exciting show and the 
lawyers for the government did not stint its use. 


Attorneys for the two sides “summed up,” each 
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giving an impartial history of the case from his 
own point of view. Each side prepared proposed 
instruction to the jury and passed them along 
to the judge. The judge accepted the majority of 
the instructions presented by the defense, but 
turned several down. In these instances the de- 
fense took exception as the basis for an appeal. 
As with the defense, so the instructions prepared 
by the plaintiff were accepted or rejected at the 
pleasure of the court. In addition the judge de- 
livered a number of instructions of his own and 
sent the case to the jury. The jury deliberated a 
few hours and you know the result. The list was 
called: “American Medical Association” —‘Guil- 
ty.” “Medical Society of the District of Colum- 
bia”—-““Guilty.” Defendants A. B, C. D,...N, 
“Not Guilty.” The American Medical Associa- 
tion and the District Society had violated the 
Sherman Act, but no official or member con- 
nected with either had engaged in restraint of 
trade. The two corporations had acted, but with- 
out the intervention of any human agency what- 
soever. The verdict has led to the judgment being 
known around the Department of Justice as the 
Case of the Immaculate Conception. 


Yet such a result is not surprising. The judge 
instructed the jury to weigh the whole of this 
evidence in respect to each one of the defendants. 
Note the intellectual problem with which each of 
the good men was confronted. Let us list every 
act that is done along the left of a page; let us 
list the name of the several defendants across the 
top of the page. Then down the columns a check- 
mark is made every time a specific act is proved 
against a particular defendant. You can see the 
intricate problem in imputation which is pre- 
sented. And since twelve true men are sitting 
and the judgment must be unanimous, the check- 
marks must go down in the same places. 


The Association and the Society has taken an 
appeal to the Circuit Court. If they lose there, 
they will probably appeal to the United States 
Supreme Court. As to success, these can at this 
time be only an opinion; and in speculation upon 
what courts will do, doctors are every bit as good 
as lawyers. The best chance for the defense 
would seem to be to set their argument in reverse, 
insist that physicians are tradesmen, and claim 
whatever immunities have been accorded to trade 
unions. The Norris-LaGuardia Act, with its cloak 
of protection for “collective activities,” is a pos- 
sible refuge, and the recent decision in U. S. v. 


Jour. M.S.M.S. 
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Hutchinson might prove a sanctuary if physicians 
can prove to the court that they belong under an 
umbrella erected for the carpenters’ union. But, 
since benefit of clergy has gone, it is hard to see 
where else they can find an immunity for the 
profession.* After all these years the case is still 
unfinished business—and we shall see what we 
shall see. 

In conclusion, may I append two or three per- 
sonal comments. First, nobody is called upon to 
like Group Health. Physicians are free to talk 
about it, write about it, damn it just as much 
as they please. But when they combine to dictate 
to hospitals that members shall not be put upon 
their staffs whose sole offense is active participa- 
tion in a new form of medical organization, that 
is going a little bit too far. Persuasion is one 
thing, a concerted boycott something else again. 
Nor is it quite persuasion to ask for immunity 
for doctors in respect to conduct that would not 
be tolerated on the part of big businessmen. 


Second, it seems to me almost mediaeval to get 
a question of this kind settled by resort to the 
courts. Surely some reference ought to be found 
a little more modern than a norm of restraint of 
trade whose meaning was fixed in the law at least 
as early as 1621. Nor does an interminable legal 
process, in which a case shuttled around the 
courts for years, appear an ideal way of deciding 
how far an organized group of physicians may 
go in giving effect to their views. 

Third, the distinctive character of the physi- 
cian’s service should have greater recognition 
than has been accorded it here. It is not like 
things which are bought and sold; it is not even 
like other services. Any one of you can draw up 
a catalogue of differences; a couple of items is 
enough to drive home the point. One is that the 
practice of medicine is essentially a public—even 
if not a govermental—office. In your dealings 
with us a doctor is not a stranger that we meet 
and bargain with at arm’s length. We as laymen 
have little capacity to judge the quality of your 
work. In the very nature of things you hold an 
office in trust; you must protect our interests as 
well as your own. Two, medical services cannot 
be marketed as are ordinary goods. There is no 
unit of weight, length, time, by which a doctor’s 
work for us can be measured. An hour with an 





*One, at least in a footnote, may be permitted to remark 
that it hardly seems consistent to argue (1) that medicine is 
not a trade, and (2) that a medical society is entitled to the 
legal immunity of a trade union. 
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expert diagnostician is worth a hundred hours 
with a routine practitioner. Medicine is an art; 
the mark of art is quality; quality cannot be 
measured. In a word, in appraising medicine, the 
techniques of the market are out. 


Finally, the question of the economic arrange- 
ments under which medicine is to be practiced is 
insistent. In the instant case the Government 
took the position that as between “private prac- 
tice” and group health it played no favorites; 
that its demand was only for a fair field and no 
favors. And to the same effect the judge charged 
the jury. But neither physicians nor the great 
laity. they serve can afford so Olympian an atti- 
tude. The private practice of old has, whether 
you like it or not, been modified beyond recog- 
nition. New economic arrangements have ap- 
peared under which people have access to the 
facilities of health. Of change there is no better 
evidence than that Group Health could not carry 
on without access to hospitals and to specialists 
with whom they could consult. Change has come, 
yet it has been little directed. The old is depart- 
ing; yet there is no new order to replace it. 


The plain truth is that the economic organiza- 
tion in medicine is backward compared to its 
technology. Private practice is no longer adequate 
to the needs of the nation; and I agree with you 
that medicine lends itself more clumsily than 
almost any other service to a regimented system 
under state control. Somewhere in between the 
answer lies; as the economics of medicine is 
brought up to date, invention must get in its work. 
The professional independence of the physician 
must be retained ; yet his work must be set within 
arrangements which bring the requisites of well- 
being to the great mass of the American people 
at prices they can afford to pay. If I may restore 
to currency an old term, the task is, amid the 
modern condition of life, to devise ways and 
means by which the doctor becomes again the 





great personal instrument of “the common 
health.” 
——hMsms 
Routine collapse therapy of minimal pulmonary 


tuberculosis is not justified. Conservative therapy is 
the treatment of choice. From 75 to 80 per cent of 
the cases (studied) resolve or fibrose and become 
stable with bed rest and remain well.—I. D. Bosrowitz, 
M.D., Amer. Rev. Tuber., March, 1942. 
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AN OBJECTION 
™ CONSIDERABLE publicity attended the assign- 

ment of a prominent conscientious objector to 
the medical corps of the United States Army 
after his change of heart. 

To the general public this would intimate that 
the men of the medical corps are in the light of 
non-participants in this war which exemplifies 
our antagonism to regimentation and pressure 
tactics. The War Department should be cog- 
nizant of the fact that besides being doctors the 
members of our profession are men and Ameri- 
can citizens. 

History is replete with examples of active par- 
ticipation in battle by officers and enlisted men of 
the medical department in previous wars. Many 
instances of bravery in actual combat are listed 
among doctors in service. The odium of this as- 
signment and its attendant publicity is intolerable 
to the ultimate morale of the medical department. 

Thousands of physicians will work and fight 
in any manner in combat or in the hospital 
that a democratic type of government shall 
continue. Their service branch should not be 
the dumping ground for those few whose sel- 
fish desires are paramount to freedom. 





THE KELLOGG FOUNDATION REPORTS 
# “* * * THE promotion of health education 
and welfare of mankind but principally of 
children and youth directly or indirectly.” That 
aim represents the basis for the establishment of 
the Kellogg Foundation. The means of achiev- 
ing this end are, and should be, fixed in the mind 
of the medical man as it provides a preview of 
world changes in medical service. 

The Foundation’s first problem came in the 
decision of the board of trustees to use the re- 
sources, mainly, by the application of knowledge 
rather than through research or relief. “Nothing 
seems quite so important as finding ways and 
means to help the average citizen apply the 
knowledge that had already been won for him.” 
The medical man has long been too interested in 
new developments and outstanding improve- 
ments in the medical care of the sick. A desire 
for newer knowledge is to be commended but 
most doctors have been unable to assimilate the 
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established methods in the rush for the untried, 
Simultaneously, the patient has lagged far be- 
hind in his appreciation of the possibilities of 
first-class medical service. In the mad rush for 
the newest knowledge the average practitioner 
has been too busy to explain to his patients the 
accepted truths and known forms of prevention 
and cure. 

The Foundation then rightly assumed that “‘the 
health and welfare of the children in the area 
* * * are the responsibilities of the men and 
women in that area. The Foundation’s mission 
was to help them, not to substitute for them.” 
Mr. Kellogg believed it possible to educate adults, 
and that the education of the adult would make 
the training of the child in a proper attitude to- 
ward health, a more simple problem. 

We as physicians feel that we are the force 
mainly to be concerned in the teaching of health 
and health methods. In a previous generation, 
free from complicated politico-economic changes, 
the dissemination of this knowledge was left in 
the physician’s hands. Now the teacher, the 
dairyman, the service club, the newspaper staff, 
the pastor and the parents are all taking a definite 
interest in health. To some colleagues this im- 
plies a loss of prestige and leadership. It would 
appear that the converse is true. 


The primary knowledge must come from the 
medical profession. It is indeed heartening to 
find available for help those whose training and 
aptitude toward education are more pronounced 
than that of the practitioner. 
should be nurtured. 

In these endeavors the trustees of the Kellogg 
Foundation. have shown the way to the medical 
profession and it is a clear direct route to the 
end we wish to attain. Enlightenment of the 
auxiliary branches of pedagogy, both formal and 
informal, will protect the lifeline of both the doc- 
tor and the nation. Seizure of every opportu- 
nity to positively direct the patient and his con- 
tacts will guarantee the independence of health 
and its purveyors. The profession cannot do it 
alone but can do it with the willing aid of its 
partners in community welfare. 

The W. K. Kellogg Foundation has shown the 
way. Let us not deviate from the course. 


Their interest 


Jour. M.S.M.S. 


























Medical Recruiting Board 


ARLY in May, the Army set up a Medical Re- 

cruiting Board in Michigan, which, in coopera- 
tion with the state Procurement and Assignment Com- 
mittee, is processing applicants for appointment and 
granting the commissions on the spot. The Procure- 
ment and Assignment Committee passes upon the 
availability of physicians and their professional quali- 
fications. The Medical Recruiting Board in Michi- 
gan, as the direct representative of the Surgeon Gen- 
eral and the Adjutant General of the Army, passes 
on the physical fitness and acceptability of physicians 
for the commissions, 


Through this streamlining of medical recruitment, 
commissions are being granted in a matter of days 
rather than months as in the past. The vital needs 
of the Army (5,000 Doctors of Medicine immediately ) 
are being met. Hundreds of applicants are being sub- 
mitted by physicians and scores of commissions are 
being granted weekly in Michigan. 


The profession’s own program of procurement, on 
a voluntary basis, is functioning satisfactorily. By 
the end of 1942, an additional 15,000 medical officers 
plus 6,500 Air Corps physicians will be needed. The 
medical profession will meet this demand in the same 
patriotic manner that has characterized its actions in 
all similar emergencies in the history of our country. 


President, Michigan State Medical Society 
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PRACTICE OF MEDICINE BY INDUSTRIAL NURSES AND FIRST AID 
PERSONNEL DEFINED BY MICHIGAN ATTORNEY GENERAL 


Neither nurses nor others who are employed in first aid departments may 
remove any foreign body from the eye and/or hand of an employe if the 
foreign body has penetrated the tissue. Nor can they prescribe or administer 
cold tablets or other medicine unless under the immediate and direct super- 
vision of a physician. 


J. Earl McIntyre, M.D., Secretary 
Michigan State Board of Registration in Medicine, 
Lansing, Michigan Opinion 23624 


Dear Dr. McIntyre: 


You have asked for an opinion from this office in accordance with the request 
of Wm. J. Burns, Executive Secretary of the Michigan State Medical Society, 
upon the question as to whether nurses employed in industrial plants may remove 
foreign bodies such as steel from the eyes and fingers of an employe and may 
prescribe cold tablets and medicine. We shall address this opinion to you and 
you may forward copies to the State Medical Society or to others who may 
present the same question. 

Section 14.539, Michigan Statutes Annotated defines as follows: 

“In this act, unless otherwise provided, the term ‘practice of medicine’ shall mean the 
actual diagnosing, curing or relieving in any degree, or professing or attempting to diagnose, 
treat, cure or relieve any human disease, ailment, defect, or complaint, whether of physical 
or mental origin, by attendance or by advice, or by prescribing or furnishing any drug, 
medicine, appliance, manipulation or method, or by any therapeutic agent whatsoever.” 

Section 14.687, Michigan Statute Annotated provides as follows: 

“Any person who shall have complied with the provisions of this act and received a 
certificate of régistration to practice as a trained, certified, or registered nurse shall be 
styled and known as a ‘Registered Nurse’ and shall be entitled to append the letters ‘R.N.’ 
to his or her name. Nothing contained in this paragraph shall be considered as conferring 
any authority to practice medicine or to undertake treatment or cure of disease. * * *” 

Section 14.690, Michigan Statutes Annotated defines the term “Registered 
Nurse” as follows: 

“Unless otherwise provided in this act the term registered nurse is defined as one who 
has been authorized by the state to nurse or minister to the sick or those afflicted with any 
human ailment, defect, or complaint, whether of physical or mental origin, by attendance 
or advice by the use of any therapeutic agent, under the supervision and direction of a 
registered physician.” 

The removal of any foreign body from the eye or hand of an employe may or 
may not involve an act of surgery. If the foreign body has not penetrated the 
tissue no surgery is involved in removing it. However, if such foreign body has 
penetrated the tissue to the slightest degree the removal of the foreign body would 
involve surgery and the nurse must not endeavor to remove it unless under the 
immediate and direct supervision of a physician. 

The prescribing or administering of cold tablets or other medicine in any 
form must be likewise under the immediate and direct supervision of a physician. 

The foregoing likewise applies as well to those who are not registered nurses 
or licensed physicians and who are employed in first aid departments. Industrial 
plants should strictly adhere to the ruling as above outlined. Otherwise violation 
of the Medical Practice Act would occur in each instance and the person violat- 
ing the act would be amenable to prosecution. 


Very truly yours, 
HERBERT J. RUSHTON 
Attorney General 
H. Gten Dunn 
Deputy Attorney General 
May 6, 1942 
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THE WORK OF MICHIGAN’S PROCUREMENT 
AND ASSIGNMENT COMMITTEE 

Since orders for the Army to streamline the 
procurement of physicians were received in May, 
inquiries have been made concerning the place 
the State Procurement and Assignment Commit- 
tee holds in the picture. 


The Procurement and Assignment Committee 
cooperates with the newly-formed Medical Re- 
cruiting Board of Michigan to supply informa- 
tion relative to the qualifications of volunteers 
and the need for their services in the community. 
Primarily, each applicant for a commission must 
be a citizen, a graduate of an approved medical 
school, licensed to practice in this state, and must 
have served at least one year’s internship in an 
approved hospital. In addition, the physician 
must be in the age group (up to 45 years at the 
present time). 


After a physician has applied for a commis- 
sion to the Medical Recruiting Board of Michi- 
gan, 320 Federal Building, Detroit, he is given 
a physical examination. Concurrently the Board 
certifies his name to the State Procurement and 
Assignment Committee of which P. R. Urmston, 
M.D., Bay City, is Chairman. The P & A Com- 
mittee promptly takes the following steps: 


1. The Committee writes the applicant, in- 
quiring if he is available immediately for 
military service ; 

2. The Committee checks with the County 
Medical Preparedness Committee (ap- 
pointed by the county medical society) to 
make certain that the physician is avail- 
able for service in the armed forces and 
also to insure that his departure will not 
create a hardship on the community by 
depleting it of needed medical service; 

3. The Committee forwards the reports of 
the applicant and of the County Medical 
Preparedness Committee to the Medical Re- 
cruiting Board, to help guide it in the 
granting of commissions. 


The aim of the Procurement and Assignment 
Committee is not only to provide needed person- 
nel for the armed forces, in order that. the war 


Jung, 1942 





may be won by the United States as quickly as 
possible, but to make certain that no community 
in the state is allowed to suffer for need of 
medical service. The Medical Recruiting Board 
is lending full codperation to the Procurement and 
Assignment Committee of Michigan. 

— Buy War Bonds — 


GASOLINE RATIONED IN THE EAST 


From May 15 to June 30, gasoline is being 
rationed in the states of Maine, New Hampshire, 
Vermont, Massachusetts, Connecticut, Rhode 
Island, New York, New Jersey, Pennsylvania, 
Delaware, Maryland, Virginia, West Virginia, 
North Carolina, South Carolina, Georgia, that 
part of Florida east of the Apalachicola River, 
the District of Columbia, and the city of Bristol, 
Tennessee. 


On May 6, the Office of Price Administration 
issued instructions for gasoline rationing in the 
Atlantic Seaboard area calling for sale of two 
to six gallons weekly to “non-essential motor- 
ists.” The rationing will apply to 10,000,000 mo- 
torists in the East. It may be extended later to 
eover the nation. 


The OPA issues three types of ration cards: 
(“A”) for non-essential motorists; (“B”) for 
essential users, such as defense workers, public 
service officials and others; and (“X’’) provid- 
ing for unlimited usage, as by physicians and 
nurses, for rendering professional or nursing 
services. 


The rationing system may be revised—or ex- 
tended on July 1. 
— Buy War Bonds — 


HOSPITALS TO PRACTICE MEDICINE? 


The Hampton Bill, introduced into the New 
York State Assembly several months ago, would 
amend. the State insurance laws to provide for 
the practice of medicine by hospitals, placing in 
hospital insurance corporations the control of 
rates and physicians’ fees. ‘ 


“When a hospital sets up inclusive rates that 
cover hospitalization and complete medical care, 
either by group hospitalization insurance or by 
individual case arrangements,” states the Detroit 
Medical News of April 20, “serious complica- 
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tions for physicians ensue. Wherever physicians 
have discussed this subject thoroughly, such as 
the House of Delegates of the A.M.A., the dan- 
gers of such methods have been exposed and 
condemned. 


“Not an unlikely result would be price com- 
petition between hospitals. Hospitals would sen- 
sibly reduce the size and the quality of the staff. 
Then would come the solicitation of patients. 
Before long there would be an inevitable adul- 
teration in the medical and surgical services of- 
fered. The free choice of physician or surgeon 
would be completely out of the picture.” 


— Buy War Bonds — 


INSTITUTE ON “MEDICAL PRACTICE IN 
TOTAL WAR.” SEPTEMBER 22 


An Institute on “Medical Practice in Total 
War” will be presented as part of the Michigan 
State Medical Society annual meeting program 
by the MSMS Preventive Medicine Committee 
and its Advisory Committee on Heart and De- 
generative Diseases. 


The Institute will be held Tuesday, September 
22, 1942, in the Pantlind Hotel, Grand Rapids, 
beginning with luncheon at 12 noon. 

The tentative program of the Institute in- 
cludes : 

1. Nutritional Problems in Wartime 

2. Epidemic or Infectious Diseases as In- 

fluenced by War 

3. New Aspects of War Work and Injuries 

(Including Burns) in Civilian and Com- 
bat Warfare 

4. The Psychology of the Soldier and Ci- 

vilian in Wartime 

5. The Problem of Public Health in Time 

of War. 


The subjects will be presented by outstanding 
authorities from Michigan and other states, in- 
cluding several who have experienced at first- 
hand the war work done in England. 


After the presentations an authoritative speak- 
er will summarize the highlight and lectures and 
lead a round-table conference at which questions 
from the audience will be discussed. 

' The Institute will offer members of the pro- 
fession the opportunity of attending a thoroughly 
organized, compact, factual course in a timely 
subject of importance to every Michigan prac- 
titioner. 

— Buy War Bonds — 
500 


YOU AND YOUR BUSINESS 


‘other person acting with his authorization and in 






KNOWLEDGE OF LEGAL METHODS 


An estimated 60 per cent of all cases tried jy 
court today involve medical testimony. Work. 
men’s compensation, insurance, wills, malprac- 
tice, evaluation of injuries—today every active 
practicing physician may have to take part in a 
medico-legal case. Knowledge of medicine and 
a stock of common sense are not enough. Many 
practitioners have found through bitter experi- 
ence that some knowledge of legal aims and 
methods in specific cases is essential—Am. Jour. 
Med. Jurisprudence, May-June, 1939. 









































— Buy War Bonds — 


HOSPITAL RECORDS 


In permitting access to a patient’s record, the 
procedure should conform to the standards of 
conduct which physicians have prescribed for 
themselves with reference to the sanctity of con- 
fidential communications, according to the Jour- 


nal of the American Medical Association.* A 
patient cannot be denied the privilege of access 


to his own records, nor may this privilege be 
denied an attending physician, attorney, or any 












his interest (the consent to be in writing, as a 
protection to the hospital). No other person 
should be accorded access to the records without 
the patient’s written permission, and this rule 
should be rigidly enforced as against claim 
agents, insurance adjustors and attorneys. Any 
other policy would certainly serve no useful 
purpose. 

















*May 2, 1942, pp. 88-89. 
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DRAFT REHABILITATION 


Do you know that there is a rehabilitation program 
pending for rejected draftees? 

Do you know that it is contemplated that the work 
will be done by the home doctors and that the draftee 
will be given a choice of physician? 

If you wish to be on the list of physicians designated 
for this work, send your name to Selective Service 
Headquarters, Lansing, Michigan. 
















COMPENSATION FOR DRAFT BOARD DOCTORS? 


Changes in the Selective Service setup, to provide 
pay for volunteer workers such as Draft Board mem- 
bers, and examining civilien doctors, are in the offing. 
—The Periscope, Newsweek, May 25, 1942. 


Jour. M.S.M.S. 
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OUTLINE OF GENERAL ASSEMBLY PROGRAM 
77th Annual Meeting, Michigan State Medical Society 


Grand Rapids — September, 1942 











Wednesday 
September 23, 1942 


Thursday 
September 24, 1942 


Friday 
September 25, 1942 





A.M. 
9:30 to 
10:00 


——<—<———s 
—— 


10:00 to 
10:30 


————— 


General Practice 
Harvey B. MattHews, M.D. 
Brooklyn, N. Y 


Obstetrics (Maternal Health) 
Puitie F. Wiiitams, M.D. 
Philadelphia 





Surgery 
Frep W. Rankin, M.D. 
Lexington, Ky. 


Medicine 
Roy W. Scott, M.D. 
Cleveland 














ON THE 
EIGHT SECTION PROGRAMS 


Medicine 
J. B. Youmans, M.D., Nashville 


Surgery 
W. D. Gatcu, M.D., Indianapolis 










































































10:30 to Obstetrics and Gynecology 
11:00 VIEW EXHIBITS VIEW EXHIBITS W. C. Danrortu, M.D., Evanston 
— os Ophthalmolog 
11:00 to Syphilology Medicine P.. ae CHANDLER, M.I *9 Boston 
11:30 J. Eart Moore, M.D. IrvinE H. Pace, M.D. , 
Baltimore Indianapolis Pediatrics 
Bronson CrotHers, M.D., Boston 
11:30 to Gynecology Pediatrics Dermatology 
12:00 Gro. H. Garpner, M.D. A. H. ParMELEE, M.D. E. S. Traus, M.D., New York 
Chicago Chicago 
Radiology, Pathology, Anesthesia 
Epw. SkInNER, M.D., Kansas City 
P.M. 7 > - = Practice “_ 
12:00 to PHILIP F. Jttyt1ams, M.D. =LMER . SEvRINGHAUS, M.D. G 1 Practi 
12:30 Philadelphia Madison, Wis. BE, © Gent; M.D., Buffalo 
12:30 to LUNCHEON LUNCHEON LUNCHEON 
1:30 VIEW EXHIBITS VIEW EXHIBITS VIEW EXHIBITS 
~ la 
1:30 to : Medicine Ophthalmology Otol 1 
2:00 = H. F. Fripprn, M.D. Meyer WIENER, M.D. Gero. E. Suascnaceu, Je. M.D. 
et Philadelphia St. Louis Chicago ; 
= 
= 3 
2:00 to & Surgery Pathology D t 
2:30 2% Russert D, Herrovp, M.D. E. T. Bert, M.D. as Shecmaan M.D. 
S hicago Minneapolis Rochester, Minn. 
2: 
2:30 to 6 ee = ee * 
3:00 E VIEW EXHIBITS VIEW EXHIBITS VIEW EXHIBITS 
3:00 to Pediatrics Anesthesia Pediatrics (Child Welf. 
3:30 § Beny. W. Carey, M.D. Paut M. Woop, M.D. CLIFFORD dé Gavi, MD 
Westwood, N. J. New York, N. Y. Evanston, IIl. 
3:30 to Medicine 
4:00 J. Burns AmsBerson, M.D. 
Pee - New York 
DISCUSSION DISCUSSION 
3:30 to CONFERENCES CONFERENCES 
4:30 with guest essayists with guest essayists 4:00 to Surgery 
4:30 Cuas. B. Purstow, M.D. 
Chicago 
ani Pa oe NIGHT 
: oO iddle Oration SMOKER 
10:00 Floor Show Dancing END OF CONVENTION 
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Official Call 


The Michigan State Medical Society will convene 
in Annual Session in Grand Rapids, Michigan, on 
September 21-22-23-24-25, 1942. The provisions of 
the Constitution and By-laws and the Official Pro- 
gram will govern the deliberations. 

Henry R. CArstens, M.D., President 

A. S. Brunk, M.D., Council Chairman 

P. L. Lepwince, M.D., Speaker 

G. H. Soutuwick, M.D., Vice Speaker 
Attest: L. FERNALp Foster, M.D., Secretary 




































































House of Delegates 


Monday and Tuesday, September 21-22, 1942 
Pantlind Hotel, Grand Rapids 


MONDAY, SEPTEMBER 21 



































6:00 p.m. Registration of Delegates 

6:30 p.m. Speaker’s Reception, Swiss Room 
7:00 p.m. Delegates’ Dinner, Colonial Room 
8:00 p.m. First Meeting, Ball Room 











TUESDAY, SEPTEMBER 22 
10:00 a.m. Second Meeting, Ball Room 
8:00 p.m. Third Meeting, Ball Room 
(Such additional meetings as necessary will be held 
Wednesday, September 23, beginning at 10:00 a.m.) 












































HOUSE OF DELEGATES, 1942 
Ball Room, Pantlind Hotel, Grand Rapids 

















ORDER OF BUSINESS* 











MONDAY, SEPTEMBER 21 


8:00 p.m.—First Meeting 
1. Call to order by Speaker 


2. Report of Committee on Creden- 
tials 












































3. Roll Call 
4. Appointment of Reference Com- 
mittees: 








On Officers’ Reports 

On Reports of The Council 
On Reports of Standing Com- 
mittees 

On Reports of Special Com- 
mittees 

On Amendments to Constitu- 
tion and By-laws 

On Resolutions 






































*See the Constitution, Article IV, and the By-laws, Chapter 
3, on the “House of Delegates.”’ 
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Recess 


MICHIGAN STATE MEDICAL SOCIETY 


The 77th Annual Meeting 
GRAND RAPIDS — 1942 





5. Speaker’s Address—P. L. Led. 


widge, M.D., Detroit 


6. President’s Address—Henry R. 


Carstens, M.D., Detroit 


7. President-Elect’s Address—How- 


ard H. Cummings, M.D., Ann 
Arbor 


8. a Report of The Council— 


10. 


11. 
12. 


13. 


. S. Brunk, M.D., Detroit, 
Chairman 
Report of Delegates to American 
Medical Association—Henry A. 
Luce, M.D., Chairman 


Presentation of emblem to for- 
mer Speaker, O. D. Stryker, 
M.D., Fremont. 


Resolutions} 


Reports of Standing Committees: 

(a) Legislative Committee 

(b) Committee on Distribution of 
Medical Care 

(c) Representatives to Joint 
Committee on Health Edu- 
cation 

(d) Medical-Legal Committee 

(e) Preventive Medicine Commit- 
tee 
Cancer 
Maternal Health 
Syphilis Control 
Tuberculosis Control 
Industrial Health 
Mental Hygiene 
Child Welfare 
Iodized Salt 
Heart and Degenerative 
Diseases 

(f) Committee on Postgraduate 
Medical Education 

(g) Committee on Public Rela- 
tions 

(h) Committee on Ethics 


Reports of Special Committees: 

(a) Committee on Nurses’ Train- 
ing Schools 

(b) Conference Committee on 
Pre-licensure Medical Educa- 


tion 
(c) Radio Committee 
(d) Advisory Committee to 


Woman’s Auxiliary 

(e) Scientific Work Committee 

(f) Professional Liaison Commit- 
tee 

(zg) Medical Preparedness Com- 
mittee 







+All Resolutions, special reports, and new business shall be 
presented in duplicate (By-laws, Chapter 3, Section 7-n). 


Jour. M.S.M.S. 





Re 
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Recess 





































Adjournment 
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TUESDAY, SEPTEMBER 22 
10:00 a.m.—Second Meeting 


2. 
3. 


Supplementary Report of Com- 
mittee on Credentials 


Roll Call 

Greetings from the Allied Pro- 
fessions 

Unfinished Business 

New Businesst 


Reports of Reference Commit- 

tees: 

(a) On Officers’ Reports 

(b) On Reports of The Council 

(c) On Reports of Standing 
Committees 

(d) On Reports of Special Com- 
mittees 

(e) On Amendments to Consti- 

tution and By-laws 

(f) On Resolutions 


TUESDAY, SEPTEMBER 22 
8:00 p.m.—Third Meeting 
1. 


Supplementary Report of Com- 
mittee on Credentials 
Roll Call 
Unfinished Business 
Supplementary Report from The 
Council 
Supplementary Report from Ref- 
erence Committees 
Elections: 
(a) Councilors: 
7th District—T. E. DeGurse, 
M.D., Marine City—Incum- 
bent 
8th District—W. E. Barstow, 


M.D., St. Louis—Incum- 
bent 

9th District—E. F. Sladek, 
M.D., Traverse City—In- 
cumbent 

10th District—Roy C. Per- 
kins, M.D., Bay City—In- 
cumbent 


(b) Delegates to American Medi- 
cal Association: 
Henry A. Luce, M.D.;—De- 


troit—Incumbent 


T. K. Gruber, M.D., Eloise— 
Incumbent 
Claude R. Keyport, M.D., 


Grayling—Incumbent 
(c) Alternate Delegates to Amer- 
ican Medical Association: 
Carl F. Snapp, M.D., Grand 
Rapids—Incumbent 
C. S. Gorsline, M.D., Battle 
Creek—Incumbent 
R. H. Denham, M.D., Grand 
Rapids—Incumbent 
(d) President-elect 
(e) Speaker of House of Dele- 
gates 
(f) Vice-speaker of 
Delegates 


House of 


TAll Resolutions, special reports, and new business shall be 
presented in duplicate (By-laws, Chapter 3, 


Section 7-n). 


SEVENTY-SEVENTH ANNUAL MEETING 


DELEGATES TO MSMS HOUSE OF 
DELEGATES 


(Names of Alternates Appear in Italics) 


Allegan 
R. J. Walker, M.D., Saugatuck 
H. H. Johnson, M.D., Martin 


Alpena-Alcona-Presque Isle 
W. E. Nesbitt, M.D., Alpena 


Barry 
Gordon F, Fischer, M.D., Hastings 
J. K. Altland, M.D., Hastings 


Bay-Arenac-Iosco 
C. L. Hess, M.D., Davidson Building, Bay City 
Fred Drummond, M.D., Kawkawlin 
J. H. McEwan, M.D., Davidson Building, Bay City 
R. N. Sherman, M.D., Phoenix Building, Bay City 


Berrien 
A. F. Bliesmer, M.D., St. Joseph 
Donald Thorup, M.D., Benton Harbor 


Branch 
R. L. Wade, M.D., Coldwater 
Samuel Schultz, M.D., Coldwater 


Calhoun 
A. T. Hafford, M.D., Albion 
Harvey C. Hansen, M.D., Battle Creek 
George W. Slagle, M.D., Battle Creek 
A. A. Humphrey, M.D., Battle Creek 


Cass 
S. L. Loupee, M.D., Dowagiac 
K. C. Pierce, M.D., Dowagic 


Chippewa-Mackinac 
L. M. McBryde, M.D., Sault Ste. Marie 
F. W. Mertaugh, M.D., Sault Ste. Marie 


Clinton 
G. H. Frace, M.D., St. Johns 
Dean W. Hart, M.D., St. Johns 


Delta-Schoolcraft 
J. J. Walch, M.D., Escanaba 
W. A. Lemire, M.D., Escanaba 


Dickinson-Iron 
W. H. Alexander, M.D., Iron Mountain 
E. B, Anderson, M.D., Iron Mountain 


Eaton 
Don V. Hargrave, M.D., Eaton Rapids 
Paul Engle, M.D., Olivet 


Genesee 

D. R. Brasie, M.D., 907 Citizens Bank Bldg., Flint 

— E. Reeder, M.D., 808 Genesee Bank Bldg., 
lint 

Henry Cook, M.D., 400 Sherman Bldg., Flint 

R. D. Scott, M.D., 1215 Detroit St., Flint 

A. Dale Kirk, M.D., 300 E. First St., Flint 

T. S. Conover, M.D., 400 Sherman Bldg., Flint 

F. Johnson, M.D., 319 Dryden Bldg., Flint 

C. W. Colwell, M.D., 706 Citizens Bank Bldg., Flint 


Gogebic 
W. E. Tew, M.D., Bessemer 
H. T. Nezworski, M.D., Ramsay 


Grand Traverse-Leelanau-Benzie 
Ben B. Bushong, M.D., Traverse City 
H. L. Weitz, M.D., Traverse City 


Gratiot-Isabella-Clare 
M. G. Becker, M.D., Edmore 
W. L. Harrigan, M.D., Mt. Pleasant 









Hillsdale 
L. W. Day, M.D., Jonesville 
O. G. McFarland, M.D., North Adams 


Houghton-Baraga-Keweenaw 
A. C. Roche, M.D., Calumet 
Alfred LaBine, M.D., Houghton 


Huron 
C. W. Oakes, M.D., Harbor Beach 


None named 


Ingham 
L. G. Christian, M.D., 108 E. St. Joseph St., Lansing 
C. F. DeVries, M.D., 320 Townsend, Lansing 
T. I. Bauer, M.D., 301 Seymour, Lansing 
R. S. Breakey, M.D., 1211 City National Bldg., 


Lansing 
R. L. Finch, M.D., 112 W. Hillsdale, Lansing 
C. S. Davenport, M.D., St. Lawrence Hospital, 
Lansing 
Ionia-Montcalm 


\W. L. Bird, M.D., Greenville 
L. L. Marston, M.D., Lakeview 


Jackson 
H. A. Brown, M.D., 701 Reynolds Bldg., Jackson 
J. J. O’Meara, M.D., 608 Peoples Bank Bldg., Jack- 
son 
C. S. Clarke, M.D., 605 Dwight Bldg., Jackson 
C. R. Dengler, M.D., 305 Carter Bldg., Jackson 


Kalamazoo 
Louis W. Gerstner, M.D., 420 John St., Kalamazoo 
Hugo Aach, M.D., 1318 American National Bank 
Bldg., Kalamazoo 
Paul Koestner, M.D., 1303 Portage, Kalamazoo 
Fred M. Doyle, M.D., 914 American National Bank 
Bldg., Kalamazoo 


Kent 

George Howard Southwick, M.D., 55 Sheldon, S.E., 
Grand Rapids 

A. B. Smith, M.D., Metz Building, Grand Rapids 

Paul W. Kniskern, M.D., Medical Arts Building, 
Grand Rapids 

A. V. Wenger, M.D., Loraine Bldg., Grand Rap‘ds 

Carl F. Snapp, M.D., Medical Arts Bldg., Grand 
Rapids 

Leon DeVel, M.D., 321 Metz Bldg., Grand Rapids 

Daniel DeVries, M.D., 1414 Eastern, S.E., Grand 
Rapids 

W. Clarence Beets, M.D., 2221 Jefferson Drive, Grand 
Rapids 

Ward Chadwick, M.D., Medical Arts Bldg., Grand 
Rapids 

Wm. Bettison, M.D., 412 Medical Arts Bldg., Grand 
Rapids 


Lapeer 
D. J. O’Brien, M.D., Lapeer 
H. M. Best, M.D., Lapeer 


Lenawee 
M. R. McGarvey, M.D., Blissfield 
G. C. Hall, M.D., Adrian 


Livingston 
D. C. Stephens, M.D., Howell 
H. G. Huntington, M.D., Howell 


Luce 
Henry E. Perry, M.D., Newberry 
Robert E. Spinks, M.D., Newberry 


Macomb 
D. Bruce Wiley, M.D., Utica 
A. B. Bower, M.D., Armada 
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Manistee 
E, A. Oakes, M.D. Manistee 
None named 


Marquette-Alger 
V. Vandeventer, M.D., Ishpeming 
R. A. Burke, M.D., Palmer 


Mason 
W. S. Martin, M.D., Ludington 
Chas. A. Paukstis, M.D., Ludington 


Mecosta-Osceola-Lake 
Gordon Yeo, M.D., Big Rapids 
Paul B. Kilmer, M.D., Reed City 


Medical Society of North Central Counties 
C. R. Keyport, M.D., Grayling 
Richard Peckham, M.D., Gaylord 


Menominee 
H. T. Sethney, M.D., Menominee 
F. J. Dewane, M.D., Menominee 


Midland 
Irvin Howe, M.D., Midland 
Robert Ballmer, M.D., Midland 


Monroe 
D. C. Denman, M.D., Monroe 
V. L. Barker, M.D., Monroe 
Muskegon 
E. N. D’Alcorn, M.D., Michigan Theatre Blg., Mus- 
kegon 


Shattuck W. Hartwell, M.D., 706 Hackley Union 
Bank Bldg., Muskegon 


Leland E. Holly, M.D., 876 North Second St. 
Muskegon 
Henry J. Pyle, M.D., 506 Muskegon Building, Mus- 
kegon 
Newaygo 


Q. D. Stryker, M.D., Fremont 
W.H. Barnum, M.D., Fremont 


Northern Michigan 
Fred Mayne, M.D., Cheboygan 
G. B. Saltonstall, M.D., Charlevoix 


Oakland 
H. B. Barker, M.D., Riker Bidg., Pontiac 
C. T. Ekelund, M.D., Riker Bldg., Pontiac 
V. C. Abbott, M.D., 32 Auburn, Pontiac 
Robert H. Baker, M.D., Peoples Bank Bldg., Pontiac 
J. W. Christie, M.D., Riker Bldg., Pontiac 
J. E. Church, M.D., 35 W. Huron, Pontiac 


Oceana 
M. G. Wood, M.D., Hart 
Wm. Heard, M.D., Pentwater 


Ontonagon 
W. F. Strong, M.D., Ontonagon 
H. B. Hogue, M.D., Ewen 


Ottawa 
A. E. Stickley, M.D., Coopersville 
R. H. Nichols, M.D., Holland 


Saginaw 
Clarence E. Toshach, M.D., 333 S. Jefferson, Saginaw 
L. C. Harvie, M.D., 405 Weichmann Bldg., Saginaw 
A. C. Button, M.D., 514 Hayden Ave., Saginaw 
Richard S. Ryan, M.D., 623 S. Park St., Saginaw 


St. Clair 
W. H. Boughner, M.D., Algonac 
D. W. Patterson, M.D., 622 Huron Ave., Port Huron 


St. Joseph 
R. A. Springer, M.D., Centerville 
Fred R. Reed, M.D., Three Rivers 


Jour. M.S.M.S. 
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Sanilac 
R. K. Hart, M.D., Croswell 
H. V. Norgaard, M.D., Marlette 


Shiawassee 


I. W. Greene, M.D., Owosso 
W. F. Shepherd, M.D., Owosso 


Tuscola 


T. E. Hoffman, M.D., Vassar 
F. J. Gugino, M.D., Reese 


Van Buren 


Wm. R. Young, M.D., Lawton 
Wm. Bope, M.D., Decatur 


Washtenaw 


John A. Wessinger, M.D., 339 N. Washington, Ann 
Arbor 

Dean W. Myers, M.D., 317 S. State St., Ann Arbor 

Wm. M. Brace, M.D., University Health Service, Ann 
Arbor 

Hugh M. Beebe, M.D., St. Joseph Mercy Hospital, 
Ann Arbor 

Leo A. Knoll, M.D., 227 E. Liberty, Ann Arbor 

John S. DeTar, M.D., Milan 

H. B. Britton, M.D., 23 N. Washington, Ypsilanti 

M. E. Soller, M.D., 115 Pearl, Ypsilanti 


Wayne 


W. D. Barrett, M.D., David Whitney Bldg., Detroit 

G. L. McClellan, M.D., 2501 W. Grand Blvd., Detroit 

L. J. Morand, M.D., David Whitney Bldg., Detroit 

Stanley W. Insley, M.D., Maccabees Building, Detroit 

Roger V. Walker, M.D., David Whitney Bldg., 
Detroit 

Joseph H. Andries, M.D., David Whitney Bldg., 
Detroit 

Wm. H. Honor, M.D., 2966 Biddle, Wyandotte 

A. W. Blain, M.D., 2201 E. Jefferson, Detroit 

Edw. D. Spalding, M.D., Maccabees Bldg., Detroit 

Chas. S. Kennedy, M.D., 10 Peterboro, Detroit 

Grover C. Penberthy, M.D., David Whitney Bldg., 
Detroit 

Ira G. Downer, M.D., 2201 E. Jefferson, Detroit 

H. W. Plaggemeyer, M.D., David Whitney Bldg., 
Detroit 

V. N. Butler, M.D., Fisher Bldg., Detroit 

Milton A. Darling, M.D., Fisher Bldg., Detroit 

Geo. B. Hoops, M.D., Fisher Bldg., Detroit 

R. A. C. Wollenberg, M.D., David Whitney Bldg., 
Detroit 

T. G. Amos, M.D., 2842 W. Grand Blvd., Detroit 

Louis J. Gariepy, M.D., 16401 Grand River Ave., 
Detroit 

W. B. Harm, M.D., 5884 W. Vernor Highway, 
Detroit 

C. J. Jentgen, M.D., 7338 Woodward, Detroit 

Ralph H. Bookmyer, M.D., 17198 Oak Drive, Detroit 

Bruce C. Lockwood, M.D., David Whitney Bldg., 
Detroit 

Glenn L. Coan, M.D., 114 Maple, Wyandotte 

S. A. Flaherty, M.D., 6058 W. Fort St., Detroit 

Allan McDonald, M.D., Maccabees Bldg., Detroit 

Edwin G. Bovill, M.D., 9203 Grand River, Detroit 

Wm. S. Gonne, M.D., David Whitney Bldg., Detroit 

R. L. Novy, M.D., Maccabees Bldg., Detroit 

Edward M. Vardon, M.D., 12897 Woodward, Detroit 

Edward D. King, M.D., 5455 W. Vernor Highway, 
Detroit 

A. V. Forrester, M.D., 16491 Woodward, Detroit 

Andrew H. Bracken, M.D., 13102 W. Warren, De- 
troit 

James M. Kennary, M.D., 16701 E. Warren, Detroit 

A. E. Catherwood, M.D., David Whitney Bldg., 
Detroit 

Hazen L. Miller, M.D., Maccabees Bldg., Detroit 

David I. Sugar, M.D., 17 Brady Ave., Detroit 

C. D. Brooks, M.D., 113 Martin Place, Detroit 
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B. H. Priborsky, M.D., Maccabees Bldg., Detroit 

E. L. Chapman, M.D., 13534 Woodward, Detroit 

Henry A. Luce, M.D., 629 David Whitney Bldg., 
Detroit 

Harry F. Dibble, M.D., David Whitney Bldg., Detroit 

Victor E. Nelson, M.D., 6345 Fenkell, Detroit 

A. H. Whittaker, M.D., 1427 E. Jefferson, Detroit 

Ben W. Clark, M.D., 206 E. Grand River, Detroit 

J. M. Robb, M.D., David Whitney Bldg., Detroit 

F. G. Buesser, M.D., David Whitney Bldg., Detroit 

T. K. Gruber, M.D., Eloise Hospital, Eloise 

Douglas Donald, M.D., David Whitney Bldg., Detroit 

Wm. J. Stapleton, Jr.. M.D., David Whitney Bldg., 
Detroit 

L. J. Hirschman, M.D., 7815 E. Jefferson, Detroit 

R. C. Andries, M.D., David Whitney Bldg., Detroit 

W. B. Cooksey, M.D., 62 W. Kirby, Detroit 

R. C. Jamieson, M.D., David Whitney Bldg., Detroit 

Chas. E. Dutchess, M.D., Parke, Davis & Co., Detroit 

Ralph H. Pino, M.D., David Whitney Bldg., Detroit 

Richard M. McKean, M.D., David Whitney Bldg., 
Detroit 

Wm. Bromme, M.D., 10 Peterboro, Detroit 

C. E. Simpson, M.D., Kales Bldg., Detroit 

Gaylord S. Bates, M.D., David Whitney Bldg., De- 
trout 

Eugene A. Osius, M.D., David Whitney Bldg., 
Detroit 

Donald C. Beaver, M.D., 17537 Parkside, Detroit 

L. T. Henderson, M.D., 13038 E. Jefferson, Detrowt 

James H. Dempster, M.D., 5761 Stanton, Detroit 

C. K. Hasley, M.D., David Whitney Bldg., Detroit 

Wm. P. Woodworth, M.D., 2501 W. Grand Blvd., 
Detroit 

E. G. Krieg, M.D., David Whitney Bldg., Detroit 

Arch Walls, M.D., 12065 Wyoming, Detroit 

E. R. Witwer, M-D., 838 Berkshire Rd., Grosse 
Pointe Park 

Russell W. Alles, M.D., Fisher Bldg., Detroit 

B. L. Connelly, M.D., Maccabees Bldg., Detroit 

Jack Agins, M.D., 1910 Hazelwood, Detroit 

H. P. Cushman, M.D., David Whitney Bldg., Detroit 

L. W. Hull, M.D., David Whitney Bldg., Detroit 

Wm. S. Reveno, M.D., Fisher Bldg., Detroit 

A. O. Brown, M.D., Maccabees Bldg., Detroit 


Wexford-Missaukee 


W. Joe Smith, M.D., Cadillac 
J. F. Gruber, M.D., Cadillac 








TWO-DAY SESSION OF HOUSE OF 
DELEGATES 


The House of Delegates of the Michigan 
State Medical Society will hold a two-day ses- 
sion in 1942, beginning with the Speaker’s Re- 
ception and Delegates’ Dinner on Monday, 
September 21, 6:30 p.m. (See page 502). The 
first business meeting of the House will be 
held in the Ballroom of the Pantlind Hotel 
at 8:00 p.m. 

The House will meet Tuesday, September 
22 at 10:00 a.m. and at 8:00 p.m. The inter- 
vals between meetings of the House of Dele- 
gates have been spaced to permit the Refer- 
ence Committees ample time to transact all 
business referred to them. 


Such additional meetings as may be neces- 
sary will be held Wednesday, September 23, 
beginning at 10:00 a.m. 

Members of the House of Delegates are in- 
vited to write the Pantlind Hotel, Grand Rap- 
ids, concerning the type of hotel accommoda- 
tions they desire; reservations for Delegates 
were made by the State Society early in June. 











Communication 











April 21, 1942 
Dear Doctor Holmes: 


I saw a picture of a brother physician the oth- 
er day in Naval uniform, complete with a sword. 
Since then I have heard of several others who 
are thinking of joining the Navy, stimulated per- 
haps, by the elegant appearance of my colleague 
and the sword, 

Now, I think the doctor is to be commended 
for choosing the branch of the service in which 
he thinks he can do the most good, and if the 
others who are following him have made up 
their minds for the same reasons they should be 
equally commended. However, somebody should 
point out that we are raising an army, which will 
be much greater in numbers than the Navy, and 
will need a proportionately greater number of 
medical officers. Now, if the brethren at home 
are joining the Navy because they like sailing, 
it should be brought to their attention that the 
Army is seeing a lot of water too, and without 
any of the responsibility of taking care of a 
great big ship. And further, army officers don’t 
have to lug around any swords. They have 
proved to be a distinct handicap. Japs have a 
fancy for collecting swords, and their eyes are 
attracted by anything bright and shiny at which 
they always want to shoot, so the olive drab 
uniform, or khaki, with its dull color and with 
all shiny insignia removed, becomes almost es- 
sential to health. I hope you will find some way 
to bring these points to the attention of the 
prospective soldiers and sailors in order that they 
may give the problem due consideration before 
arriving at a decision. 

Seriously, do you think any of the members 
who might get into the Army would be interested 
in knowing what is likely to happen to them dur- 
ing the first few weeks? If so, you can make 
them acquainted with this. 

When an officer reports for his final “type B” 
physical examination at some large army dis- 
pensary or hospital he goes in civilian clothes, 
but when he reports to his station for duty “4 
should be in uniform. His orders will state “re- 
port to the commanding officer, Camp X”; or 
“commanding officer, Y hospital.” That is army 
language for saying, ‘drop in on the adjutant,” 
who is a sort of combination office and personnel 
manager. The adjutant may or may not take you 
in and present you to the commanding officer. 
In any case, you should be in uniform and 
should salute and give your name. 

Uniforms are obtainable at all army post ex- 
changes, as well as from several commercial uni- 
form companies, such as Chicago Military Stores 
in Chicago. The uniform varies with the climate 
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and geographical location, and to some extent 
with the personal ideas of the Corps area com- 
manding General. A good general rule is, don’t 
buy any more than the minimum until you get 
settled. This minimum, which will do in any 
part of the United States is: 


One officer’s cap (the kind with a visor). 

One olive drab blouse, with one set of insignia of 
your rank, and one set of medical department ip- 
signia. Wear the US on the lower part of each 
side of the collar as it joins the lapel, and the 
medical department caduceus on the upper part 
of the lapels just below the US. 

One pair officer’s trousers, light grey. 

One olive drab belt for the blouse (the Sam Brown 
belt is out) 

One officer’s web belt for the trousers. 

One or two light tan officer’s shirts. 

One pair of officer’s shoes. (Any tan shoes or ox- 
fords without any decoration across the toes, 
Shoes are much better than oxfords if you are to 
do any walking, and you probably will, even if 
you have been promised a nice desk job.) 

One or two pairs of tan socks. 


Anything else, such as khaki uniforms, worn 
in the tropics in summer, white dress uniforms, 
also worn in the tropics in summer after five 
p.m., overcoat, rain coat, sleeping bag, etc., you 
can get as you need them. Gas masks will be is- 
sued without cost, and so will steel helmets. 

The commanding officer will assign you to 
some hospital ward or department for duty. 
This will most likely not be permanent, but for 
the purpose of making you familiar with army 
routine. Or, you may be sent at once to one of 
the several army schools organized to familiarize 
new officers with their duties as army officers, 
rather than their duties as doctors, which they 
are supposed to know before becoming com- 
missioned. Here let me say that a medical officer 
is always “commissioned” by the president, 
which is a form of appointment, while a soldier 
is enlisted, which is a procedure resembling a 
contract for employment. He is, in fact, hired 
for a period of three years, or for the duration, 
as at present. 

Following your assignment to duty you will 
be given a day or two to get settled, find a place 
to live (if you do not live at the post ) make any 
necessary purchases, and generally get ac- 
quainted. 

The Army has customs which you will do well 
to pick up and observe, even if you don’t ap- 
prove. One of these is to start every conversa- 
tion with a superior officer with the word ‘Sir.’ 
Another is to salute all superior officers when 
you meet them outdoors, and even more impor- 
tant, return salutes of all enlisted men and other 
officers. If you observe these simple. rules your 
commanding officer will think you are a good 
officer and will be more inclined to give you a 
good assignment. If you don’t, nobody will say 
anything, but everybody will think of you in the 
same way you would of someone who keeps his 
hat on in church. 


Jour. M.S.M.S. 
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COMMUNICATION 


Another aid to getting along in the Army and 
influencing soldiers is to address all non-com- 
missioned officers by their rank, as “Corporal” 
or “Sergeant.” This is handy because you don’t 
need to know their names and you can see their 
rank on their sleeves. There are about eight dif- 
ferent grades of sergeants; master sergeant, first 
sergeant, staff sergeant, technical sergeant, and 
so on, but you call them all “Sergeant.” You 
address a private as simply, “Soldier,” or, if you 
know his name, ‘“‘Private Smith.” Whatever you 
do, don’t ever call a non-commissioned officer or 
a soldier by his last name alone. 


It formerly was the custom for all new off- 
cers arriving at a post to call on all the old offi- 
cers. This has been done away with for the du- 
ration because the number of officers at some 
posts has increased so greatly as to make it im- 
possible. However, look around and if a few 
calls are being made, or if you feel like calling 
on someone in particular, do it. If some junior 
oficer calls on you, be sure to return it, or else 
invite him to the officers’ club. 


Most large posts operate officers’ clubs which 
all officers are expected to join. The dues are 
usually three dollars or less a month. For this 
you can go to free dances several times a week, 
sometimes a free lunch or dinner in honor of 
some visiting general, and sometimes you can 
buy liquor at a reduced price. In any case, the 
meals are very reasonable. Some officers’ clubs 
have sleeping accommodations which you are en- 
titled to use for a limited time. 


If you are ordered to a post having an officers’ 
club, it would be wise to inquire ahead of time 
if you can stay at the club while you are looking 
for other quarters. It is usually much less ex- 
pensive than a hotel. 


If you are ordered some distance from home 
and intend to take your car, quickly calculate 
the time it takes to drive. If you have not been 
allotted enough time to drive, write back and 
ask for authority to use “a private conveyance.” 
This will give you more time. If you don’t ar- 
rive at your station within the time the railroad 
ordinarily makes it, your pay will be docked to 
the extent of the time lost. This has caused a 
great deal of dissatisfaction among some officers. 
Orders to travel have been written hastily, and, 
in some cases, they read as if they had been 
drafted by someone unfamiliar with the job. 
This is probably true, the unfamiliar one is an- 
other reserve officer like yourself. 


If any of this is of any value to any of my 
fellow physicians who are about to enter on a 
more adventurous way of life, the time spent is 
well worth while. 


Louis LEFEVRE 
Major, Service School Medical 
Department, Station Hospital 
Fort Sam Houston, Texas 


June, 1942 


SUPPLEMENTARY ROSTER 


The following members were certified to the 
Executive Office of the Michigan State Medical 
Society after the Roster which appeared in the 
May issue of THE JOURNAL was sent to the 
press: 

Chip pewa-M ackinac 

pe re re or. Sault Ste. Marie 
Delta-Schoolcraft 
Defnet, Harry J 
Hillsdale 
MacFarland, O. G 


Jackson 


Adams, D. C 
Munro, C. D 


Escanaba 


North Adams 


Jackson 
Houghton-Baraga-Keweenaw 


DE. Sens mapaenr yess fare Baraga 
Burke, John 


McClure, R. J 
Smith, Houghton 
Stewart, J. Painesdale 
Ma. Oe. so on 0 ds oo eee ke we Peete Laurium 
Wickliffe, T. P 
Willson, P. H 
Winkler, H. J 


Macomb 


ES ree ere eer Et Romeo 
Maguire, A. J North Adams 


Monroe 


McDonald, T. A 
Williamson, G. W 


Oakland 


Arnkoff, Harry 
Hackett, D. J 
McEvoy, F. J 
Ports, Preston W 
Russell, V. P 
Shadley, Maxwell 
Sheffield, L. C 
Stanley, W. F 


Dundee 


Pontiac 
Pontiac 


Farmington 
Royal Oak 


Ferndale 





DONALD JURY AWARDED 
$50 ALUMNI PRIZE 


Donald Jury, 1910 Delaware, was awarded the $50 
alumni prize for the senior with the highest scholar- 
ship during his period of registration in the Wayne 
University College of Medicine Wednesday evening 
at the annual alumni dinner. 

The dinner concluded the all-day professional ses- 
sions of the alumni clinic held in the Horace H. Rack- 
ham Educational Memorial Building. The scholarship 
award was presented by Dr. Louis J. Morand, assist- 
ant professor of clinical surgery. 

“Making the World Safe for Democracy; Can We 
Do It This Time?” was the topic of the dinner speak- 
er, Prof. Preston Slosson of the University of Mich- 
igan. 

The dinner was also the occasion of the installation 
of the College Alumni Association’s president, Dr. 
Volney N. Butler. Dr. Henry A. Luce, leading Detroit 
psychiatrist, was toastmaster for the ceremonies.— 
Wayne University Newsletter, May 13, 1942. 
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MICHIGAN'S DEPARTMENT OF HEALTH 


HENRY A. MOYER, M.D., Conemenent, Lansing, Michigan da 





MASS PRODUCTION 
OF TETANUS TOXOID 


Plans for the mass production of tetanus tox- 
oid are under way at the Michigan Department of 
Health laboratories. It is estimated that 100,- 
000 doses will be manufactured as an emergency 
measure to protect workers in the state’s war 
industries against the disease. 

Initial pilot runs of the toxoid have been 
made to determine its effectiveness and these 
have been very satisfactory. Large scale pro- 
duction will not be possible, however, until spe- 
cial equipment and adequate quarters can be 
obtained. Purchases are now being made for 
the equipment and a building is being constructed. 

The manufacture of tetanus toxoid is a slow 
process. Several stages are involved, some of 
them taking weeks before they are completed. 
Every effort is being made to make large quan- 
tities of the toxoid available at the earliest pos- 
sible date. 

First use of the toxoid will be made among 
workers in those factories which would probably 
be targets for enemy bombers. 





PREMARITAL EXAMS 
FOR SERVICE MEN 


Men in service who are planning marriage can 
have their premarital medical examinations in 
camp. Findings of medical officers in the 
armed services are accepted by the Michigan 
Department of Health. All Army and Navy 
laboratories are approved by the Department 
for doing the required tests. 

Service men returning to Michigan to marry 
from stations elsewhere, must bring with them 
reports of their medical officers recorded on 
regular Michigan medical certificates. 





FARMING MOST 
HAZARDOUS OCCUPATION 


Farming is still the most hazardous occupa- 
tion in Michigan despite the increased tempo 
of war industry. Among occupational deaths 
last year, agriculture led with 84. Manufac- 
turing was second with 83. 

In all, 364 occupational deaths are listed in 
the accidental death summary for 1941. Trans- 
portation and public utilities are tied with 42 
deaths, extractive industries other than mining 
and quarrying 35; trade 35; mining and quar- 
rying 25; construction 15 and clerical and pro- 
fessional, five. Other accupational accidents 
accounted for 40 deaths. 
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Most occupational deaths, 149, occurred in 
the 45-64 age group. Accidents of all kinds 
caused 4,447 deaths in Michigan last year. 





TOURIST, RESORT SANITATION 
TO CONTINUE 


Whatever may be war’s effect on Michigan’s 
tourist and resort business, there will be no 
relaxing of regulations which safeguard the 
health of the state’s vacation land visitors. As 
in normal seasons, health department engineers 
will direct the inspection of sanitary arrange- 
ments in resorts and camps and the testing of 
drinking water supplies along the state’s vaca- 
tion highways. 


Water supplies and sewage disposal, ar- 
rangements for handling food and milk, gar- 
bage and refuse disposal and conditions at 
bathing beaches in resort areas are the concern 
of the state and local health department sani- 
tarians. 









MARRIAGES REACH ALL-TIME HIGH 


More marriages were reported in Michigan 
in 1941 than ever before. Department figures 
show that 50,989 ceremonies were performed 
—an increase of 4,600 over the 1940 total of 
46,342 and 184 more than the previous record 
of 50,805 in 1920. 


The industrial boom and the increases in 
the ranks of the Army and Navy were men- 
tioned as influences in establishing the mar- 
riage record last year. Department of Health 
records show that 4,185 marriages were pert- 
formed in December, the highest number for 
that month in the history of the state. 


Michigan Department of Health marriage 
records go back to the year 1868 when 8,700 
were recorded. The total did not exceed 
20,000 until 1898, the year of the Spanish 
American War, when 20,138 marriages were 
performed in Michigan. In 1917 Michigan's 
marriage total was 42,791, in 1918 it dropped 
to 33,260, but in 1919 marriages increased to 
45,500 and in 1920 they exceeded 50,000 for 
the first time to establish the record which 
was not broken until last year. 


The sharp rise in Michigan marriages in 
1941 was a part of a nationwide increase. A 
million and a half couples were married in the 
United States last year, a 15 per cent increase 
over the 1940 total. 


Jour. M.S.M.S. 
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Bay County 


The Woman’s Auxiliary to the Bay County 
Medical Society held its annual meeting and 
dection of officers at the Bay City Country Club 
on Wednesday, March 25. 

Mrs. G. M. Brown was elected president; Mrs. 
E. S. Huckins, president-elect; Mrs. Kent A. Al- 
corn, vice president; Mrs. Paul L. DeWaele, 
recording secretary; Mrs. John H. McEwan, 
corresponding secretary; and Mrs. J. Norris As- 
line, treasurer. 

The committee appointments announced by 
Mrs. Brown include Mrs. Alcorn and Mrs. 
Brown, representatives to the Inter-club Coun- 
cil; Mrs. Huckins and Mrs. Brown, representa- 
tives to the Council of Social Agencies; Mrs. 
Alcorn, program and public relations chairman ; 
Mrs. A. L, Ziliak, membership and organization 
chairman; Mrs. Paul R. Urmston, legislation 
chairman; Mrs. Harold Shafer, historian; Mrs. 
Robert F. Hall, exhibits chairman; Mrs. F. T. 
Andrews, social service chairman; Mrs. John H. 
McEwan, chairman of the press; Mrs. Frank 
Ruggles, chairman of the telephone committee, 
aided by Mrs. V. H. Dumond, Mrs. Harris L. 
Woodburne, Mrs. James W. Wilcox, Jr., and 
Mrs. John Swantek; Mrs. Walter S. Stinson, 
social chairman, and Mrs. W. R. Ballard, chair- 
man of The Bulletin and the crippled children’s 
seal sale. 

Mrs. R. E. Scrafford was chairman of the 
nominating committee, assisted by Mrs. A. D. 
Allen and Mrs. John H. McEwan. 

Mrs. W. R. Ballard presided at the meeting 
in which she reported on this year’s seal cam- 
paign for crippled children. Annual reports were 
given by the secretary, Mrs. Alcorn, and the 
treasurer, Mrs. H. M. Gale. 

The program followed with Mrs. Stinson in- 
troducing William Gamble, M.D., who talked on 
the medical phases of the civilian defense pro- 
gram. He outlined the various divisions and 
felds of defense work and urged the members 
{0 promote registration and attendance at train- 
ing courses of various kinds. 

Mrs. Paut L. DEWAELE, 
Recording Secretary 
_ The Auxiliary held its regular monthly meet- 
ing Wednesday, April 8, at the home of Mrs. 
Robert Hall. 

A brief business meeting was conducted by 
Mrs. George M. Brown, president. There were 
twenty-one members present. 

Mrs. Kent Alcorn, program chairman, pre- 
sented the program and Mr. Myron Poole, pres- 
ident of the Bay City Camera Club, gave an in- 
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formal lecture and demonstration on photog- 
raphy. 
(Mrs. Joun H.) Marce McEwan, 
Corresponding Secretary 





Ionia-Montcalm Counties 


The April meeting of the Auxiliary to the 
lonia-Montcalm Medical Society was held at the 
home of Mrs. Wm, Bird of Greenville. A co- 
operative dinner was followed by a_ business 
meeting devoted to a discussion of proposed 
projects for the coming year. 





Kalamazoo County 


The Woman’s Auxiliary to the Kalamazoo 
Academy of Medicine held their January meet- 
ing the evening of the 20th. Mrs. R. C. Hild- 
reth was the hostess, assisted by Mrs. H. C. 
Lavender. A codperative dinner was enjoyed by 
the 30 members present. 

A business meeting followed, conducted by the 
president, Mrs. Sherman Gregg. A report was 
made that two more wheelchairs have been re- 
conditioned, making a total of three which the 
Auxiliary has given the Loan Closet, to be used 
in the county when needed. Mrs. Kenneth Craw- 
ford gave a short talk on state and national aux- 
iliary activities. 

The remainder of the evening was spent play- 
ing bridge. Mrs. R. J. Hubbell and Mrs. Homer 
Stryker received prizes for high scores. 

Miss Margaret Linsell, county home demon- 
stration agent, was the guest speaker at the Feb- 
ruary meeting of the Auxiliary to the Kalamazoo 
Academy of Medicine on Tuesday evening, Feb- 
ruary 17. Her topic was “Nutrition.” 

The thirty-two members present enjoyed a co- 
operative dinner served from a table centered 
with yellow snapdragons and tapers in green 
holders. Mrs. Gerald H. Rigterink was the host- 
ess. 

Mrs. GERALD (FRANCIS) RIGTERINK, 
Press and Publicity Chairman 





Kent County 


The Kent County Medical Auxiliary was glad 
to have members of neighboring auxiliaries as 
guests at the regular February tea meeting. The 
program speaker was Mrs. Mary Riste, dietitian 
at Butterworth Hospital. Mrs. Riste’s subject 
was “Nutrition in Relation to Defense,” and in 
it she stressed the need of a good nutritional edu- 
cation to combat the alarming amount of pre- 
critical cases of malnutrition that exist in our 
country. 

Mrs. Wm. L. Rodgers, chairman of Red Cross 
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“LETS LOOK 
AT THE RECORD” 


A study of the literature shows that 
NUPERCAINE, “Ciba,” has been used in 
these types of local anesthesia— surface, 






































infiltration, regional, sacral, parasacral, 
paravertebral and spinal. We have, then, 
in NUPERCAINE,* a local anesthetic of sus- 
tained action with a wide field of usefulness. 
It has effect in relatively high dilutions. 
Whenever a product is found which is so 
universally used, little need be said further 
about its merits. NUPERCAINE (2-butyloxy- 
cinchoninic acid diethylethylenediamide 
hydrochloride) has stood the best test a 
product can experience... time. 


NUPERCAINE 


POWDER - TABLETS +» AMPULS + SOLUTION 
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CIBA PHARMACEUTICAL PRODUCTS, INC. 
Summit New Jersey 
















































































*Trade Mark Reg. U. S. Pat. Off. Word 
Nupercaine’ identifies the product as 
&-butyloxycinchoninic acid diethylethylene- 
diamide hydrochloride of Ciba's manufacture. 








































WOMAN’S AUXILIARY 


Say you saw it in the Journal of the Michigan State Medical Society 


Nutrition Committee, announced the classes open 
in Grand Rapids. Under her leadership the aux. 
iliary voted to cooperate with the Grand Rapids 
Home Economic Association and the staff of 
the Public Museum in the production of a ny. 
tritional display to be used for educational pur- 
poses. 

Subject for the high school essay contest spon- 
sored by the auxiliary is “Building Bodies for 
Defense.” 

The regular March meeting was a luncheon 
held at the Women’s City Club. Following the 
business meeting Mrs. Leland M. McKinlay en- 
tertained the group with an illustrated travel talk 
on Nova Scotia, Cape Breton Island, and the 
Maine coast. 


Mrs. Wm. L, Rodgers has been doing a fine 
piece of work as chairman of a nutrition project 
which will be open to the public early in April 
at the Grand Rapids Museum. In addition to 
nutrition displays, a lecture program will be given 
on four successive Sunday afternoons in the 
museum auditorium. 


The Medical and Surgical Supply Committee is 
raising money with which to purchase a medical 
kit. To do this the committee has planned a card 
party to be given late in April. Money will also 
be raised by selling match folders with the 
Aesculapian insignia on the cover. 


The annual spring tea was held in the home 
of Mrs. Leon DeVel on April 8. Mrs. Paul 
Ralph and Mrs. Dewey R. Heetderks were co- 
chairmen of the event and the state auxiliary 
president and secretary, Mrs. Wm. J. Butler and 
Mrs. Henry J. Pyle, were guests of honor. Pro- 
gram for the tea was an amusing playlet, “To 
—the Women,” presented by Mrs. John R. Baker 
and Miss Millicent McElwee. Incidental music 
was provided by Mrs. David B. Davis. 


Instead of a general card party to raise funds 
for the purchase of an emergency medical field 
kit, the auxiliary voted to assess each member 
$1.00. 

To each of the babies born to the members of 
our society during the current year a $1.00 bank 
account was presented. There were fifteen youth 
ful recipients. 

—KATHARINE W. Brace, 
Press Chairman 





As long ago as 1865 Villemin successfully passed the 
“virus” of tuberculosis from one animal to another. 
Twelve years later (and five years before Koch’s dis- 
covery of the tubercle bacillus) von Tappeiner caused 
dogs to develop tuberculosis by allowing them to 
inhale sputum from a consumptive patient. While 
direct lip contact is today considered the most po- 
tent means of transferring tubercle bacilli from per- 
son to person, knowledge as to the relative dangers ot 
indirect contact with tuberculous lungs and their secre- 
tions is still incomplete. Three recently published pa- 
pers give evidence of this while, at the same time, they 
sharpen our perception of the manner in which bacilli 
get from host to victim. 


Jour. M.S.MLS. 
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Nelson Ferguson McClinton of Saginaw, 
was born October 17, 1874, in Port Perry, On- 
tario. He was graduated from the University of 
Michigan Medical School in 1898 and began his 
practice in Alma. In 1910 he went to Chicago to 
enter practice and while there took postgraduate 
work in surgery, specializing in genito-urinary 
work, and in 1916 he located in Saginaw. Dr. 
McClinton served twice as chief-of-staff of Sag- 
inaw General Hospital in 1931 and 1936, and 
served on the staffs of both St. Mary’s and St. 
Luke’s hospitals. He also was past president of 
the Saginaw County Medical Society and a mem- 
ber of the American Urological Society. He died 
April 18, 1942. 


Nelson McLaughlin of Detroit was born 
October 7, 1882, in Nevada, Ohio, and was 
graduated from the Eclectic Medical College 
of Cincinnati in 1907. For many years Doctor 
McLaughlin was on the staff of the Highland 
Park General Hospital; he also served with 
the Medical Corps in the first World War— 
and for twenty years was a member of the 
State Board of Registration in Medicine, serv- 
ing as president from 1930 to 1931 and secre- 
tary from 1931 to 1933. He died on April 8, 
1942, in Highland Park General Hospital after 
an illness of two months. 


Herbert M. Maynard of Ionia, was born in 
Kent County, January 16, 1878. He was grad- 
uated from the Grand Rapids Medical College in 
1910, and began his medical practice at Tre- 
maynes Corners where he remained until coming 
to Ionia twenty-one years ago. He was Secre- 
tary of the Ionia County Medical Society in 
1926 and 1927. He died April 27, 1942. 


Keith M. Morris, of Saginaw, was born in 
1883 in Gagetown. He was graduated from the 
Saginaw Valley Medical College in 1903, 
and opened a general practice in Sebewaing 
in 1908. Later he took a postgraduate course in 
eye, ear, nose and throat at the Postgraduate 
and Medical College and Hospital, Chicago. He 
had practiced in Saginaw since 1933. Doctor 
Morris died April 11, 1942. 


Irwin H. Neff of Detroit was born in Balti- 
more, Maryland, July 14, 1868, and was grad- 
uated from the University of Maryland Medi- 
cal School in 1889. He also attended Johns 
Hopkins University School of Medicine in 
Baltimore. Doctor Neff, a nationally known 
psychiatrist, had practiced in Detroit and Bir- 
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mingham for twenty-three years. He first 
came into prominence as a neurologist and 
psychiatrist when he founded the Norfolk 
State Hospital at Norfolk, Mass., in 1910. 
Later he was on the staff at Kalamazoo State 
Hospital, Pontiac State Hospital, Grace Hos- 
pital and Children’s Hospital of Detroit. Doc- 
tor Neff was elected to Emeritus Membership 
in the Michigan State Medical Society in 1941. 
He died May 11, 1942, after a brief illness. 


Henry G. Steinmetz of Lansing was born 
May 10, 1896, in Munich, Germany. He was 
graduated from the Indiana University School 
of Medicine in 1927. Doctor Steinmetz acted 
as Assistant Physician of the Logansport 
State Hospital, Logansport, Indiana, from 
1929 to 1934 and as Assistant Superintendent 
from 1934 to 1937. In 1937 he became Medical 
Director of the District Health Department at 
Bloomington, Indiana, and in 1940 went to the 
Arlington County Health Department. In 
1941 he came to Michigan as Acting Health 
Officer of Genesee County and served in that 
capacity until February, 1942, when he be- 
came the Assistant Director cf the Venereal 
Disease Division, Michigan Department of 
Health. Doctor Steinmetz served in the first 
World War and held the commission of Cap- 
tain in the Reserve Corps at the time of his 
death, April 22, 1942. 





ANNALS OF SURGERY IN SPANISH 
' With the simultaneous publication of the June issue 
of the Annals of Surgery in Philadelphia by the J. B. 
Lippincott Company, and in Buenos Aires by the Guil- 
lermo Kraft Company a new step was taken toward the 
consolidation of medical interests here and in South 
America. The Annals of Surgery is the oldest surgical 


journal in the English language. Its appearance now 
in Spanish will mark a high spot in the Lippincott Com- 
pany’s celebration of its sesquicentennial this year. As 
the result of negotiations and with the assistance of the 
Coordinator of Inter-American Affairs, and Mr. Lewis 
Hanke, Director of the Hispanic Foundation, Guillermo 
Kraft Company, one of the oldest and most respected 
publishing firms in Buenos Aires, will translate the 
Annals of Surgery each month for South American 
physicians and surgeons. 


The Annals of Surgery is edited by a distinguished 
editorial board representing medical schools and na- 
tional surgical societies of the United States and Can- 
ada. Dr. Walter E. Lee, Chairman of the Editorial 
Board, is Dean of the Graduate School of Medicine, 
University of Pennsylvania. Beginning with the June 
issue, this Board will have the support and inspiration 
of leading surgical figures from our sister republics in 
South America where much surgical work of a high 
caliber is being performed. 
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100 Per Cent Club for 1942 


Secretary 
Harold Kessler, M.D. 


County Society 
Alpena-Alcona- 
Presque Isle 


Barry R. G. Finnie, M.D. . 
Branch James Bailey, M.D. 
Cass John K. Hickman, M.D. 


Stanley H. Vegors, M.D. 
E. B. Andersen, M.D. 


Chippewa- Mackinac 
Dickinson-Iron 


Eaton B. P. Brown, M.D. 
Gogebic F. L. S. Reynolds, M.D. 
Huron Roy R. Gettel, M.D. 
Ingham R. J. Himmelberger, M.D. 
Ionia- Montcalm John J. McCann, M.D. 
Kalamazoo Hazel R. Prentice, M.D. 
Livingston Duncan A. Cameron, M.D. 
Manistee C. L. Grant, M.D. 

Mason Chas. A. Paukstis, M.D. 


Medical Society of 


C. G. Clippert, M.D. 
North Central 


Counties 

Menominee Wm. S. Jones, M.D. 
Muskegon _ Thomas J. Kane, M.D. 
Oceana V. W. Jensen, M.D. 
Ontonagon W. F. Strong, M.D. 

St. Clair J. H. Burley, M.D. 
Sanilac E. W. Blanchard, M.D. 
Shiawassee I. W. Greene, M.D. 
Tuscola D. B. Ruskin, M.D. 


Wexford-Missaukee B. A. Holm, M.D. 


Twenty-five county medical societies 
are listed above as having certified 1942 
Michigan State Medical Society dues for 
every member of the medical profession 
in the county who is eligible. All physi- 
cians who were members in 1941 who 
have not been certified as yet in 1942 
have been removed from the active files 
and mailing lists of the State Medical 
Society 











David Charles Whitney, Detroit, who with 
other members of his family recently presented 
the “Whitney House” to the Wayne County 
Medical Society, died after a protracted illness 
on April 24, 1942, in Detroit. 

* * 

Clarence D. Selby, M.D., Detroit, was award- 
ed the Wm. K. Knudson award for accomplish- 
ment in the field of Industrial Medicine at the 
recent meeting of the American Association of 
Industrial Physicians and Surgeons in Cincin- 
nati. Dr. Selby is a member of the MSMS In- 


dustrial Health Committee. 
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“Parergon,”’ a wonderful record of the art 
work of some of the physicians of the United 
States, has just been published by Mead-Johnson 
& Company. It represents the encouragement of 
art by physicians and the appreciation of art by 
patients. 







ee 





Doctors Committee for Russian War Relief of 
which Alfred H. Whittaker, M.D., is Chairman, 
is collecting surgical and medical supplies for 
shipment to the Russians. Maurice P. Myers, 
M.D., Detroit, upon entering active military 
service donated all his surgical supplies to the 
committee. 










* * 


The value of psychiatry in the present war 
emergency was stressed in the 118th Annual Re- 
port of the Neuro-psychiatric Institute of Hart- 
ford given by C. Charles Burlingame, M.D. 
Doctor Burlingame pointed out that psychiatrists 
can give valuable assistance as combat officers 
advising and assisting in the direction of offen- 
sives against the enemy in modern psychological 
warfare, but also have an important defensive 
role against the psychological warfare being di- 
rected by the enemy against our armed forces 
and civilian population. 


* -CK * 





Recent talks by officers, committeemen and 
members of the Michigan State Medical Society: 


Douglas Donald, M.D., Detroit, was elected 
Governor for Michigan, with a three-year term. 


W. A, Manthei, M.D., Lake Linden, addressed 
the Houghton County Medical Society on “Can- 
cer Control,” May 8, 1942. 


P. R. Urmston, M.D., Michigan Chairman of 
the Procurement and Assignment Committee, 
addressed the Wayne County Medical Society at 
its 94th Annual Meeting in Detroit on May 4. 


Henry R. Carstens, M.D., Detroit, president 
of the Michigan State Medical Society, was 
elected vice president of the American College 
of Physicians at its Saint Paul meeting in April. 


Fred R.. Reed, M.D., Three Rivers, addressed 
the Allegan County Medical Society in Allegan 
on May 5. Doctor Reed spoke on “Immunization 
Program Against Diphtheria and Smallpox” and 
“Procurement and Assignment.” 


Major C. I. Owen, M.C., Assistant Medical 
Director of Selective Service for Michigan, ad- 
dressed the Manistee County Medical Society in 
Manistee on Tuesday, May 5. His subject was 
“The Doctor and The Draft.” 








Jour. M.S.M.S 
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COUNTY AND PERSONAL ACTIVITIES 





Army and Navy Commissions 


Applications for commissions in the 
armed forces may be made by com- 
municating with the following: 

Army—Medical Department Officers 

Recruiting Board 

320 Federal Building 

Detroit, Michigan 
Navy—Commandant 

Ninth Naval District 

Great Lakes, Illinois 

Be sure to enroll with the Procure- 
ment and Assignment Service, 601 
Pennsylvania Avenue, N. W., Washing- 
ton, D. C. (execute your questionnaire). 











Harrison S. Collisi, M.D., Grand Rapids, 
chairman of the Public Relations Committee of 
the Michigan State Medical Society, has ac- 
cepted a commission as Major in the Medical 
Corps of the Army. He reported for active duty 
at Billings General Hospital, Fort Benj. Harri- 
son, Indianapolis, Indiana, on May 18, 1942. 


x * * 


The American Congress of Physical Therapy 
will hold its twenty-first annual scientific and 
clinical session September 9, 10, 11 and 12, 1942, 
inclusive, at the Hotel William Penn, Pittsburgh, 
Pa. For information concerning the seminar and 
program of the convention proper, address the 
American Congress of Physical Therapy, 30 
North Michigan Avenue, Chicago, Illinois. 


is 


“Bill Gets the Works’ is the title of another 
pamphlet in the USPHS Workers’ Health Se- 
ries, directed to individual workers. It outlines 
an entrance examination in an industrial plant. 
Copies may be obtained by writing E. R. Coffey, 
Assistant Surgeon General, Division of Sanitary 
Reports & Statistics, USPHS, Washington, 
D.C. 


* *K * 


“Recent Knowledge Regarding Infantile Pa- 
ralysis’ was the subject of an address by Max 
Peet, M.D., Ann Arbor, at the Regional Meeting 
of the National Foundation for Infantile Paraly- 
sis, Jackson, April 30. Other Michigan physi- 
clans on the program included H. Allen Moyer, 
M.D., State Commissioner of Health and Ralph 
Ten Have, M.D., of Grand Haven. An address 
was given by Basil O’Connor, President of the 
National Foundation. 


* * * 


Regulations for the administration of the 
Blood and Plasma Bank Program of the Medi- 
cal Division of the U. S. Office of Civilian De- 
tense have now been prescribed and funds are 
available for grants to assist approved hospitals 
in establishing such banks. Up to July 1, only 
June, 1942 





“EUREKA, | BELIEVE | 
THIS IS IT! said 

A Doctor When He Saw This 
New Spencer Brassiere 








A physician, after seeing a demonstration of the new 
Spencer Uplift Brassiere on one of his patients, exclaimed, 
“Eureka, I believe this is it!” He had been seeking a 
Brassiere that would adequately support heavy breasts, 
without compression. 

This new Spencer Brassiere is individually designed, 
cut and made for the one patient who is to wear it. It 
supports and holds the breasts in natural position, thus im- 
proving the circulation of the blood through the breasts. 

When worn during pregnancy, this new Brassiere helps 
prevent outer skin from stretching and breaking. During 
the nursing period, it helps prevent caking. 


Special Sleeping Brassieres 
Augment Day-Time Treatment 


This new Brassiere may also be designed for wear 
during sleeping hours, so that your prescribed treatment 
will be constant. It is desi call to permit automatic ad- 
justment to the turning and twisting of the body during 
sleep, yet provides positive uplift for the breasts. 

For service at your office, the hospital or patient’s home, 
look in telephone book under “Spencer Corsetiere” or 
write direct to us. 


MAY WE SEND YOU THIS BOOKLET? 


SPENCER '“pesianep 
SUPPORT 


Abdominal and Back Sup- 

ports - Breast Supports 
SPENCER CORSET COMPANY, Inc. 
129 Derby Ave., New Haven, Conn. 
In Canada: Rock Island, Quebec. 


In England: $ (Banbury) Ltd 
Banbury, Oxoa. 





HOW SPENCER SUPPORTS AID 
THE DOCTOR'S TREATMENT Please send me booklet, “How Spencer 


Supports Aid the Doctor’s Treatment.” 
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Main Entrance 


SAWYER SANATORIUM 
White Oaks Farm 
Marion, Ohio 


For the treatment of 
Nervous and Mental Diseases 
and Associated Conditions 


by modern scientific measures 


Located on a 
beautifully landscaped 


130-acre farm 


Housebook giving details, pictures, 
and rates will be sent upon request. 
Telephone 2140. Address, 


SAWYER SANATORIUM 
White Oaks Farm 
Marion, Ohio 








hospitals within 300 miles of the Atlantic o, 
Pacific Coasts are eligible for grants. After July 
1, modifications in these restrictions may be made. 
Applications and inquiries should be addressed to 
the Chief Medical Officer, United States Office 0; 
Civilian Defense, Washington, D. C. 


i ty 


Coordinators Appointed by Crippled Children 
Commission.—Three of the eight coordinators 
have been appointed by the Michigan Crippled 
Children Commission: 

David Kliger, M.D., Detroit, for Wayne County. 

Wm. G. Hutchinson, M.D., Pontiac, for Genesee, 

Lapeer, Oakland, Macomb, St. Clair and Sanilac 
Counties. 
A. H. Miller, M.D., Gladstone, for the Upper Pen- 


insula. 
Five additional codrdinators will be appointed 
during ensuing months to cover the entire state 
of Michigan. 


* -*K * 


Paul H. King, Detroit, Chairman of the Michi- 
gan Crippled Children Commission, passed away 
on May 17 as the result of a heart attack suffered 
a week earlier. Mr. King was referee in bank- 
ruptcy in the United States district court at the 
time of his death, a post he had held for twenty- 


‘three years. In addition to serving as chairman 


of the Michigan Crippled Children Commission, 
he was president of the International Society for 
Crippled Children in 1936 and presided over ses- 
sions in Nice and Hungary. The loss of Mr. 
King will be keenly felt in Michigan. 


*x* *K * 


Quinine has been restricted by the government 
in an order issued by the Division of Industry 
Operations of the War Production Board on 
April 4, 1942. The order does not apply to stocks 
of 50 ounces or less held in any one place, which 
means that stocks of 50 ounces or less may be 
disposed of by druggists without restriction. The 
retailer will be required, however, on newly ac- 
quired supplies to certify that he will not sell 
such quinine except for anti-malarial purposes 
under any circumstances. Therefore, the use of 
quinine for any other purpose than the treatment 
of malaria is banned. 

* > * 


At the annual meeting of the Wayne County 
Medical Society, held May 4, the following off- 
cers were elected for the year 1942-43: 

President—G. L. McClellan, M.D., Detroit 

President-elect—Wyman D. Barrett, M.D., Detroit 

Secretary—Richard C. Connelly, M.D., Detroit 

Trustee—Allan McDonald, M.D., Detroit 

The Medical Section elected E. R. Witwer, 
M.D., as chairman, and J. J. Lightbody, M.D., as 
secretary; the Surgical Section elected L. W. 
Hull, M.D., as chairman and C. S. Ratigan, 
M.D., as secretary; and the General Practice 
Section elected W. B. Harm, M.D., as chairman 
and V. E. Nelson, M.D., as secretary. 


Jour. M.S.M_S. 
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COUNTY AND PERSONAL ACTIVITIES 


The Upper Peninsula Medical Society will 
hold its 1942 meeting at Marquette on July 23 
and 24. M. Cooperstock, M.D., Marquette, 
Chairman of the Program Committee, announces 
the following speakers have been secured for 
their program: James D. Bruce, M.D., Freder- 
ick A. Coller, M.D., Albert C. Furstenberg, 
M.D., Norman F, Miller, M.D., Louis H. New- 
burgh, M.D., and Herman H. Riecker, M.D., all 
of Ann Arbor; Robert L. Novy, M.D., and Louis 
J. Hirschman, M.D., of Detroit. 

; * * x 


The Jackson County Medical Society Bulle- 
tin, April 1942 issue, lists the age distribution of 
Jackson physicians as follows: 

Between 20 and 29 

Between 30 and 39 

Between 40 and 49 

Between 50 and 59 

Between 60 and 69 

Between 70 and 79 

EE Wy i553 a deknd ans A anaeee Sone ernr sere 

The majority of Jackson members are grad- 
uates of the University of Michigan (55), with 
Wayne University, Detroit, having nineteen 
graduates. 


Your Friends 

Riedel-de Haen, Inc., New York 

SMA Corporation, Chicago 

Sandoz Chemical Works, Inc., New York 

W. B. Saunders Company, Philadelphia 

Schering Corporation, Bloomfield, New 
Jersey 

Scientific Sugars Company, Columbus, 
Indiana 

Sharp & Dohme, M.D., Philadelphia 

Smith, Kline & French Laboratories, Phila- 
delphia 

Frederick Stearns & Company, Detroit 

E. R. Squibb & Sons, New York 


The above ten firms were exhibitors at the 
1941 Convention of the Michigan State Medical 
Society and helped make possible for your en- 
joyment one of the outstanding state medical 
meetings in the country. Remember your friends 
when you have need of equipment, medical sup- 
plies, appliances or service. 








Cancel Narcotic Licenses 

All physicians who are or will shortly 
be in military service are urged to for- 
mally cancel ‘their Narcotic License, 
both State and Federal. Otherwise, their 
names will continue to be listed as active 
practitioners and failure to renew may 
bring unnecessary penalty. To be on the 
safe side, officially cancel your license 
for narcotics, before July 1. 
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Did you know 
Johnnie Walker 
is a duet? 


Johnnie Walker has to be two people. For 
the friendly gentleman identifies both 12- 
year-old Black Label and 8-year-old Red 
Label Scotch whis- 

ky. Each has the 

smooth, friendly 

flavour that brings 

a special feeling of 

satisfaction to your 

taste. You'll like ® 

mellow Johnnie 

Walker, from the 

very first sip. 


BORN 1820... 
still going strong 


WHEREVER YOU ARE 
IT’S SENSIBLE TO STICK WITH 


OHNNIE 
_ WALKER 


BLENDED SCOTCH WHISKY 


BOTH 86.8 


Canada Dry Ginger 
Ale, inc., New York, N. Y., Sole importer 
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Cook County 
Graduate School of Medicine 


(In Affiliation with Cook County Hospital) 
Incorporated not for profit 


ANNOUNCES CONTINUOUS COURSES 


SURGERY—Two Weeks Intensive Course In Surgical 
Technique with practice on living tissue, every two 
weeks throughout the year. General Courses One, 
Two, Three and Six Months; Clinical Courses; Spe- 
cial Courses. 

MEDICINE—Two Weeks Intensive Course will be 
offered starting October 5. Two Weeks Course in 
Gastro-Enterology will be offered starting October 
19. Two Weeks Intensive Course in Electrocardiog- 
raphy and Heart Disease starting August 3. 

FRACTURES & TRAUMATIC SURGERY—Two 
Weeks Intensive Course will be offered starting June 
29 and September 21. Informal Course available 
every week. 

GYNECOLOGY—Two Weeks Intensive Course will be 
offered starting October 5. One Month_ Personal 
Course starting August 3. Clinical and Diagnostic 
Courses every week. 

OBSTETRICS—Two Weeks Intensive Course will be 
offered starting September 21. Three Weeks Course 
starting August 10. Informal Course every week. 

OTOLARYNGOLOGY—Two Weeks Intensive Course 
will be offered starting September 14. Clinical and 
Special Courses every week. 

OPHTHALMOLOGY—Two Weeks Intensive Course 
will be offered starting September 28. Five Weeks 
Course in Refraction ethods starting October 19. 
Informal Course every week. 


General, Intensive and Special Courses in All Branches 
of Medicine, Surgery and the Specialties. 


TEACHING FACULTY — ATTENDING 
STAFF OF COOK COUNTY HOSPITAL 
Address: Registrar, 427 S. Honore St., Chicago, Ill. 
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In addition to our Professional Liability 
Policy for private practice we issue a 
Special 
MILITARY POLICY 
to the profession in the Armed Forces 
at a 


REDUCED PREMIUM 
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COUNTY AND PERSONAL ACTIVITIES 


Alger-Schoolcraft and Saginaw counties haye 
been named as winners in the rural health clas- 


sification of the National Health Conservation 
Contest for 1941, conducted jointly by the Cham- 
ber of Commerce of the United States and the 
American Public Health Association. Detroit js 
one of 14 winning cities in 10 states in the city 
health contest. The Alger-Schoolcraft award js 
the fourth for the district in the eight years the 
rural contest has been conducted. A total of 28 
awards were made to cities and counties in 17 
states. Michigan, Kentucky, Tennessee and Wis- 
consin each produced three winners. 


* * * 


The School of Public Health, University of 
Michigan, announces summer courses beginning 
June 29 and ending August 8 in the following 


courses : 


(a) 


(b) 
(c) 
(d) 
(e) 


(f) 
(g) 


Information on these and other courses in the 
summer school may be obtained by writing the 
University of Michigan School of Public Health, 


Introduction to Public Health Adminis- 
tration and Law 

Public Health Administrative Problems 
Advanced Public Health Administration 
Public Health Economics 

Introduction to Maternal and _ Infant 
Health 

Fundamentals of Public Health 
Introduction to Industrial Health 


Ann Arbor, Michigan. 


Annual Alumni Clinic Day of Wayne Univer- 
sity College of Medicine was held on Wednes- 
day, May 6, 1942, at the Horace H. Rackham 
Educational Memorial Building in Detroit. 
Among the speakers on the program were Elmer 
L. Sevringhaus, M.D., Madison, Wisconsin, on 
“Proven Preparations in Endocrine Therapy and 
Their Application”; Alfred W. Adsen, M.D., on 
“The Present Status of the Surgical Treatment 
of Hypertension”; John Murphy, M.D., Toledo, 
“X-ray Treatment of Lesions of the 
; George Curtis, M.D., Columbus, Ohio, on 
“The Recognition and Management of Acute 
Injuries to the Chest”; Plinn F. Morse, M.D., 
Detroit, on “The Diagnosis of Splenic Enlarge- 
The speaker at the banquet was Prof. 
Preston Slosson on the subject “Making the 
World Safe for Democracy, Can We Do It 


Ohio, on 


Face” 


ments.” 


* > * 


This Time?” 


Winners of the Schering Award for 1941 just 
announced by the Association of Internes and 
Medical Students are Fred Feldman, Class of 
1942, Albany Medical College, first prize of one 
year’s tuition scholarship; and Cesare Lombroso, 
Class of 1942, Johns Hopkins Medical School, 
year’s tuition scholarship. Elizabeth 
Brown, Albany Medical College, and Clarence 
Denton, Long Island College of Medicine, have 
been awarded third prize of $100 each for a 


Jour. M.S.M.S. 


one-half 
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third place tie. The subject for the 1941 com- 
petition was the History of Endocrine Research. 
The Schering Award was established by the 
Schering Corporation and is conducted by the 
Association of Interns and Medical Students. 
Papers for the 1941 contest were submitted by 
students representing twenty-four medical 
schools in the United States and Canada. 













* * * 






Draft Board Examination for Syphilis —The 
State Headquarters for Selective Service, on 
January 7, 1942, sent the following Memoran- 
dum (M-139) to all Local Boards and Medical 
Examiners : 

“The Local Board will direct a_ registrant 
whose first serologic test was other than nega- 
tive (i.e., positive, doubtful, or unsatisfactory 
sample) to report to a local examining physician 
for the purpose of having a second sample of 
blood drawn for a serologic test. 

“Registrants who are found to have two posi- 
tive tests should be reported to the local health 
department by the Chief Clerk of the Local 
Board. Michigan Department of Health Form 
No. c-76 should be used for this purpose. This 
report should give the registrant’s name, latest 
address, age, and color and should be in the 
hands of the local health department within five 
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days after the report of the second positive 
blood test has been received. 

“The Local Board should advise and urge the 
registrants having two positive blood tests to 
report to the local health department immediately 
so that he may be placed under treatment with 
his private physician.” 

* 


a 


Confusion seems to exist in some communities 
concerning the scope of the Red Cross home 
nursing course. It has been reported that in 
some localities persons who have completed the 
Red Cross course in home nursing are being 
called upon to volunteer in community health 
work. The Washington Office of Civilian De- 
fense suggests that the attention of all the re- 
gional staff be directed to the confusion now 
existing so that they may clarify the situation 
in places which they visit. 

The purpose of the course in Red Cross Home 
Nursing is to strengthen the resourcefulness of 
the individual in dealing with minor illness or 
emergencies in the home, to develop in the in- 
dividual a health consciousness that will permit 
better care of the home and family under normal 
conditions as well as in illness or emergency. 
This course has never been considered by the 
Red Cross adequate for volunteers in community 
health services, 














Ward S. Ferguson, M. D. 



















Ferguson-Droste-Ferguson Sanitarium 


+ 





James C. Droste, M. D. 


+ 


PRACTICE LIMITED TO 
DIAGNOSIS AND TREATMENT OF 


DISEASES OF THE RECTUM 


Sheldon Avenue at Oakes 
GRAND RAPIDS, MICHIGAN 


+ 


Sanitarium Hotel Accommodations 








Lynn A. Ferguson, M. D. 
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me 


“TEST before you TREAT” has long been 
a by-word among physicians. Our POLLEN- 
PAK is devised precisely to assist according- 
ly in your Hay Fever cases. 


20 individual pollens and fungi in capillary 
tubes ... this complete set, 50c. 


THEN ... TREAT according to your TESTS. 
Rx service-Barry permits this completely 
rounded-out treatment at stock set cost. 


Write for D-14 detailed literature today. 


Service to the medical profession 


for more than a decade. 


BNA All gy OHARATONY It 


9100 Kercheval 


Allergenic Extracts 
Serums Vaccines 
Biological Specialties 
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LABORATORY APPARATUS 


Coors Porcelain 
Pyrex Glassware 
R. & B. Calibrated Ware 
Chemical Thermometers 
Hydrometers 
Sphygmomanometers 


J. J. Baker & Co., C. P. Chemicals 
Stains and Reagents 
Standard Solutions 


















¢-BIOLOGICALS- 


Serums Vaccines 
Antitoxins Media 
Bacterins Pollens 


We are completely equipped and solicit 
your inquiry for these lines as well as for 
Pharmaceuticals, Chemicals and Supplies, 
Surgical Instruments and Dressings. 





The RUPP & BOWMAN CO. 





319 SUPERIOR ST., TOLEDO, OHIO 
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Detroit Physiological 
Society Holds Elections 


Annual elections of officers of the Detroit 
Physiological Society will take place at their 
meeting at 8:00 p.m. Thursday, May 21, in the 
second floor lecture room of the new building of 
the Wayne University Medical School. 

“Some Observations on the Keto-Acid Derived 
from Methionine,” a report by Dr. Gilford G, 
Rudolph, teaching fellow in physiological chemis- 
try, and Dr. William M. Cahill, instructor in 
physiological chemistry, both of the Wayne Uni- 
versity College of Medicine, will be included on 
the program. 

The other two reports which will be given are 
“Studies on the Respiration of Premature In- 
fants” by Dr. James L. Wilson, chief of medical 
service at the Children’s Hospital and associate 
professor of pediatrics at the Wayne University 
College of Medicine, and Dr. Philip J. Howard, 
of the pediatric division of Henry Ford Hospital 
and “The Anti-Insulin Effect of the Anterior 
Pituitary” by Dr. Hans Jensen of the Upjohn 
Company in Kalamazoo. 


x * x 


Michigan Physicians on A.M.A. Program 


Michigan physicians on the program of the 
1942 AMA Convention in Atlantic City. in- 
cluded: Frederick A. Coller, M.D., Ann Ar- 
bor; C. G. Johnston, M.D., Detroit; Max M. 
Peet, M.D., Ann Arbor; H. N. Harkins, M.D., 
Detroit; Parker Heath, M.D., Detroit; Lowell 
S. Selling, M.D., Detroit; Claire L. Straith, 
M.D., Detroit; Samuel S. Altshuler, M.D., De- 
troit; R. H. Freyberg, M.D., Ann Arbor; Nor- 
man F. Miller, M.D., Ann Arbor; Frank W. 
Hartman, M.D., Detroit : John G. Mateer, M.D., 
Detroit ; Reuben | Kahn, M.D., Ann ‘Arbor: 
Clarence D. Selby, M.D., Detroit ; Reed M. Nes- 
bit, M.D., Ann Arbor: Robt. HL. Cummings, 
M.D., Ann Arbor; Louis J. Hirschman, M.D., 
Detroit; Arch Walls, M.D., Detroit; George 
J. Curry, M.D., Flint; Carl E. Badgley, M.D., 
Ann Arbor; George L. Waldbott, M.D., Detroit; 
Henry R. Carstens, M.D., Detroit ; Victor Schel- 
ling, M.D., Detroit; Brock Brush, M.D.; Detroit; 
Kenneth W. Warren, M.D., Detroit ; S. E. Gould, 
M.D., Eloise; Gordon B. Myers, M.D., Detroit; 
Fred Margolis, M.D., Detroit; Muir Clapper, 
M.D., Detroit; H. A. Towsley, M.D., Ann Ar- 
bor; Thomas N. Horan, M.D., Eloise. 


* * * 


1942 Technical Exhibitors 


Exhibitors at the 1942 Convention of the 
Michigan State Medical Society, to be held at the 
Civic Auditorium, Grand Rapids, September 23, 
24, 25, 1942, include: 
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Audiphone Company of Detroit............... Detroit 
SEE LOMMDINONISs 65 5.6 00d ee ensvicns cadeenes Cleveland 
Bard-Parker Company, Inc............ Danbury, Conn. 
parry Allergy Laboratory...................- Detroit 
Becton Dickinson & Company........ Rutherford, N. J, 
Ernst Bischoff Company, Inc........... Ivoryton, Conn. 
The Borden Sales Company, Inc.....New York, N. Y. 
Burroughs Wellcome & Company, Inc............ 
New York, N. Y. 
Cameron Surgical Specialty Company......... Chicago 
cum. Camp & Company.............005 Jackson, Mich. 
Se ee eee Summit, N. J. 
ere ee re Detroit 
Cream of Wheat Corporation...... Minneapolis, Minn. 
a ions dccabeede reves Brooklyn, N. Y. 
R. B. Davis Sales Corporation........ Hoboken, N. J. 
DePuy Mfg. Company............... Warsaw, Indiana 
Se «cab ene duke 5 kid pbk dee kv Ra Detroit 
Detroit X-Ray Sales Company................. Detroit 
Doho Chemical Corporation.........New York, N. Y. 
Duke Laboratories, Inc............... Stamford, Conn. 
E & J Resuscitator Company................. Detroit 
| H. Emerson Company............... Oak Park, III. 
en, wemeee @ COMOONT. ...... 6. ccccccvces Chicago 
Com Piset Comspemy, fic... .........6.. Lynchburg, Va. 
General Electric X-Ray Corporation.......... Chicago 
Gerber Products Company............. Fremont, Mich. 
nen. MIE, oc. a's owe bes ane ngueamnee Detroit 
Hanovia Chemical & Mfg. Company...Newark, N. J. 
rr i CG s,s slew aoe» ow Kanade Detroit 
my. Seeeee COMUIORT, .... 5.262 0s cece Pittsburg, Pa. 
Hoffmann-La Roche, Inc................. Nutley, N. J. 
Peamania—leamtos, Tn... 6.5 ck ceuc cas New York, N. Y. 
oe, emer GF Cea... ooo. cop cae scscieses Detroit 
Jones Metabolism Equipment Company........ Chicago 
“The Junket Folks”................ Little Falls, N. Y. 
The Kellogg Company. .........sKscccece Battle Creek 
ES a errr ree Detroit 
6 8 Perera T Philadelphia, Pa. 
Ee. SOG, ve a caer ssevenevenrens Chicago 
ee UE SB reer Chicago 
Liebel-Flarsheim Company........... Cincinnati, Ohio 
ee ge Be rere ree Indianapolis, Ind. 
J. B. Lippincott Company............ Philadelphia, Pa. 
M & R Dietetic Laboratories.......... Columbus, Ohio 
McKesson Appliance Company.......... Toledo, Ohio 
McNeil Laboratories................- Philadelphia, Pa. 
Mead Johnson & Company......... Evansville, Indiana 
Medical Arts Surg. Supply Company....Grand Rapids 
Medical Case History Bureau........ New York, N. Y. 
Medical Protective Company........ Fort Wayne, Ind. 
Mellin’s Food Company................. Boston, Mass. 
The Mennen Company................ Newark, N. J. 
TS eT eer Rahway, N. J. 
The Wm. S. Merrell Company....... Cine‘nnati, Ohio 
Michigan Medical Service...........cssccvcees Detroit 
he ee St. Louis, Mo. 
National Livestock & Meat Board............ Chicago 
perme. Davie & COmepeny. 5.2... 2c cccaccecess Detroit 
pettast & Crate Compete. 0.05. cccscesevouvcces Detroit 
Pet Milk Sales Corporation............ St. Louis, Mo. 
Petrogalar Laboratories, Inc............. Chicago, III. 
Philip Morris Company, Ltd......... New York, N. Y. 
Picker X-Ray Corporation.......... New York, N. Y. 
Procter and Gaible... << «..0.+<.e80% Ivorydale, Ohio 
Professional Management..... Battle Creek, Michigan 
Randolph Surgical Supply Company........... Detroit 
Riedel-DeHiaen, Inc...............%8% New York, N. Y. 
PUI: a I ns di bal pte ate aed Detroit 
St. Louis Sanatorium.................St. Louis, Mich. 
W. B. Saunders Company........... Philadelphia, Pa. 
Schering Corporation............... Bloomfield, N. J. 
Scientific Sugars Company............. Columbus, Ind. 
RG Or I Pe a Philadelphia, Pa. 
®. Ti hs SO i ia so ans eal Chicago 


Smith, Kline & French Laboratories.............. 
Philadelphia, Pa. 
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COUNTY AND PERSONAL ACTIVITIES 


. %.. Semi OB Gates oo ici cca vs cee New York, N. Y. 
Frederick Stearns & Company................ Detroit . 
Wall Chemicals Corporation................... Detroit 
WVMERE. LAOUMIONIES,... 5. oic.c0e ccs cdsscces Newark, N. J. 
Winthrop Chemical Company........ New York, N. Y. 
John Wyeth & Brother, Inc........... Philadelphia, Pa. 
Zimmer Manufacturing Company..... Warsaw, Indiana 


The above list of your friends in business is 
published for your convenience. When you need 
reliable medical supplies or other commodities 
and service offered to you by these firms, re- 
member they make it possible for you to enjoy 
one of the outstanding state medical conven- 
tions by their generous support of your annual 
meeting. Why not save an order for your ex- 
hibitor friend? 


* * * 


“DEPRESSION OR NO DEPRESSION, 
WAR OR NO WAR.” 


Since 1930, month after month, a unique series of 
educational-to-the public advertisements have appeared 
on the first page of Hygeia. The sponsor’s name, 
Mead Johnson & Company, has to be looked for with 
a magnifying glass, and appears only for copyright 
purposes. Not a product is ballyhooed. Instead, ap- 
pears good, clean, convincing reasons, with choice il- 
lustrations, why mothers should seek pediatric advice 
from their physicians. 








DEPENDABLE 
LAB ATORY 


wit 


o the Medical Profession 





WHEN nothing less than a high degree of 
accuracy in a clinical test or a chemical 
analysis will serve your purpose, you can 
send us your specimens with confidence. 
Pleasant, well-equipped examining rooms 
await your patients. In either the analytical 
or the clinical department of our labora- 
tory, your tests will be handled with the 
thoroughness and exactitude which is our 
undeviating routine. .. Fees are moderate. 


Urine Analysis Parasitology 

Blood Chemistry Mycology 

Hematology Phenol Coefficients 

Special Tests Bacteriology 

Basal Metabolism Poisons 

Serology Court Testimony 
Directors: Joseph A. Wolf and Dorothy E. Wolf 








Send for F ee List 


w 
CENTRAL LABORATORIES 
Clinical and Chemical Research 
Detroit, Michigan 
Telephones: Cherry 1030 Res.} Davison 1220 


312 David Whitney Bidg. - 

















THE DOCTOR'S LIBRARY 














Acknowledgment of all books received will be made im this 
column and this will be deemed by us as a full compensation 
of those sending them. A selection will be made for review, 
as expedient. 


THE PRINCIPLES OF NEUROLOGICAL SURGERY. By 
Loyal Davis, M.S., M.D., Ph.D., D.Sc., (Hon.) Professor 
of Surgery and Chairman of the Division of Surgery, North- 
western University Medical School, Chicago, Illinois. Second 
Edition, thoroughly revised. With 154 engravings, contain- 
ing 298 illustrations and 5 colored plates. Philadelphia: Lea 
and Febiger, 1942. Price: $7.00. 

The second completely revised edition of this 
well-accepted text is presented. It 1s written, 
not for the neuro-surgeon, but mainly for the 
practitioner of medicine giving him easily assimil- 
able facts which will aid him in getting a more 
accurate concept of neurological surgery to the 
end that his patients will receive accurate and 
sound advice. The typography is excellent; the 
illustrations are well chosen. It contains much 
information of practical value to the general 
practitioner. 

MEDICAL STATE AND NATIONAL BOARD SUMMARY. 
By William H. Kupper, M.D. With a Foreword, to the 
Candidate | Earl S. Hallinger, M.D., Secretary, he Jersey 


State Board of Medical Examiners. Paterson, N. he 
Colt Press, 1942. Price: $4.50. 


This is an outline of medical college subjects 
based on the questions asked by the various state 
and national boards of registration in medicine. 





Disabilities occasioned by war are covered in full. 


86c out of each $1.00 gross income 
used for members benefit 


PHYSICIANS CASUALTY ASSOCIATION 
PHYSICIANS HEALTH ASSOCIATION 


| \ Hospital, Accident, Sickness 
4 PHIC 
y 


Say INSURANCE & 


For ethical practitioners exclusively 
(57,000 Policies in Force) 















LIBERAL HOSPITAL EXPENSE “ 
COVERAGE peng 
per year 
$5,000.00 ACCIDENTAL DEATH For 
$25.00 weekly indemnity, accident and sickness $32.00 
per year 











$10,000.00 ACCIDENTAL DEATH wer 
$50.00 weekly indemnity, accident and sickness $64.00 
per year 
$15,000.00 ACCIDENTAL DEATH For 
£75.00 weekly indemnity, accident and sickness $96-00 
per year 





40 years under the same management 


$ 2,220,000.00 INVESTED ASSETS 
$10,750,000.00 PAID FOR CLAIMS 


$200,000 deposited with State of Nebraska for protection 
> a of our members. 
Disability need not be incurred in line of duty—benefits 
rom the beginning day of disability. 


Send for applications, Doctor, to 
400 First National Bank Building Omaha, Nebraska 
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Its advantage lies in the fact that it sifts out for 
the prospective applicant the non-essential and 
purely cultural information given in the medica] 
course and makes available in one volume mos 
of the fundamental principles of the complex 
science of medicine. It is recommended for any 
state board applicant. ; 








A MANUAL OF PHARMACOLOGY and Its Application to 
Therapeutics and Toxicology. By Torald Sollmann, Mp) 
Professor, of Pharmacology and Materia Medica in the Schooj 
of Medicine of Western Reserve University, Cleveland. Sixth 
Edition, entirely reset. Philadelphia: W. B. Saunders Com. 
pany, 1942. Price: $8.75. 

Here is the sixth edition of this text and ref- 
erence book which was originally published in 
1917. There is added, in this edition, the out- 
standing advances in the fields of the sulfona- 
mides and other recent additions to the thera- 
peutic armamentarian. An extensive bibliogra- 
phy is carefully prepared and its organization 
makes it invaluable as a reference volume. 














NEPHRITIS. By Leopold Lichtwitz, M.D., Chief of the Medi- 
cal Division of the Montofiore Hospital; Clinical Professor of 
Medicine, Columbia University, New York. New York: 
Grune & Stratton, 1942. Price: $5.50. 

In this monograph the author presents a rather 
complete discussion of renal pathology and its 
relation to clinical subjects. It includes a method 
of analyzing renal function and urinary excre- 
tory capacity in a simple practical method. The 
treatment of nephritis is presented in a practical 
form based upon the tvpe of nephritis. The ty- 
pography is good and it should be of value in the 
library of the general practitioner. 












THE CONQUEST OF BACTERIA. From 
phapyridine. By F. Sherwood Taylor. 
E. Sigerist. New York: Philosophical Library and Alliance 
Book Corporation, 1942. Price: $2.00. 


The author is the “Paul de Kruif” of England 
without his flare for the dramatic. Taylor has 
presented the story of chemotherapy in an easily 
readable manner and with due regard to the 
scientific facts. The last chapter includes sug- 
gestions to aid further the progress of chemo- 
therapy—first, the use of public money for the 
organization of chemotherapeutic research and 
second, the refusal to grant patents for the 
manufacture of the drugs. The foreword is by 
Henry E. Sigerist, well-known to the practition- 
er of medicine for his unusual views on the 
practice of medicine. 





Salvarsan to ,Sul- 
Foreword by Henry 




















SURGERY OF THE AMBULATORY PATIENT. By L. 
Kraeer Ferguson, A.B., M.D., F.A.C.S., Lieut. Commander, 
Medical Corps, United States Naval Reserve; Assistant Pro- 
fessor of urgery, University of Pennsylvania; Assistant 
Surgeon, Hospital of the University of Pennsylvania; Sur 
geon, Philadelphia General Hospital and Doctors Hospital; 
Consulting Surgeon, Frankford Hospital; Chief of the, Sur- 
gical Out-Patient Department, Hospital of the University 0 
Pennsylvania; Chief of the Proctologic Clinic, Hospital of the 
University of Pennsylvania and Philadelphia General Hospital. 
With a Section on Fractures by Louis Kaplan, A.B., M.D., 
F.A.C.S., Associate in Surgery, University of Penrsylvania; 
Associate in Surgery, Mt. Sinai Hospital; In Charge of the 
Fracture Division of the Surgical ut-Patient Department, 
Hospital of the University of Pennsylvania. Philadelphia: 
J. B. Lippincott Company, 1942. Price: $10.00. 


In the greatest of detail the office surgery of 
the ambulatory patient is presented in a profuse- 
ly illustrated practical manner. The completeness 


Jour. M.S.M.S. 
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of the treatment of this subject is unusual. The 
‘I-effects of the recommended therapy are also 
noted with frankness. It is highly recommended q All worth while laboratory exam- 
io every general practitioner. The typography is 
excellent “and the illustrations well chosen and 
numerous. 


inations; including— 


Tissue Diagnosis 


4 TEXTBOOK OF NEURO-ANA’ TOMY. By Albert Kuntz, The Wassermann and Kahn Tests 
Ph.D., M.D., Professor of Micro-Anatomy in St. Louis Uni- 


rsity School of Medicine. ‘Third Edition, thoroughly _re- r 
aad. Illustrated with 307 engravings. P hiladelphia: Lea Blood Chemistry 
and F ebige r, 1942. Price: $6.00. 


This is the third edition of a standard text- Bacteriology and Clinical Pathology 
book on the anatomy and physiology of the ner- Basal Metabolism 
vous system. While essentially written as a text- 
book the org. nization of material is such that its 
yse as a reference book is well established. A Intravenous Therapy with rest rooms for 
summary at the end of each chapter readily en- Patients. 
ables the practitioner, who seeks information on Electrocardiograms 
this subject, to refresh his mind. The typography 
is excellent and the illustrations are satisfactory. 


Aschheim-Zondek Pregnancy Test 





Central Laboratory 
YOUR UNCLE SAM TAKETH AWAY 


In several points related to the collection and the Oliver W. Lohr, M.D., Director 


disbursement of the money of the taxpayers of the 537 Millard St. 
Keystone State the writer holds deep conviction: Sesinww 
1) The said taxpayers gain nothing and lose much . 
ae orc sg which Pennsylvania money is Phone, Dial 2-3893 
taken by the federal government, handled by Washing- 
ton, D. C., bureaus, vicariously distributed to many 
other, politically speaking, more circumspect states of 
the Union, and returned in small proportion with much 
publicity and many flourishes to Pennsylvania in the 
form of “grants” to be matched in amount by Pennsyl- 
vania taxpayers and to be spent for the benefit of 
Pennsylvanians, but to be spent only as the representa- 
tives of the political powers at Washington permit. 


The pathologist in direction is recognized 
by the Council on Medical Education 
and Hospitals of the A. M. A. 














Sincerely as one may believe that the State of Penn- 

sylvania should refuse the above types of mortgaged _ : oe , 
federal aid and should develop, pay for, and fully con- [hat other reductions in “gifts’ for other service 
trol its own public health programs, it seems only fair established or proposed are likely to follow soon is well 
to point out at this time one reason which may have brought out in the Officers Department, this issue, 
persuaded the United States Public Health Service to under the headline “At Long Last. 

re Se oe 66 tg? t. Se ee 
delete $100,000 from its current “gift” to Pennsylvania. A very recent release from the Department of Com- 
There has been considerable publicity given to the merce at Washington declares that “to meet the mini- 
claim that as the result of the above (the only) reduc- mum requirements for adequate medical service as set 
tion in this year’s “gifts” from Washington, several im- up in 1933 by the Committee on the Costs of Medical 
portant items have of necessity been eliminated from Care” the United States would have to build 2,000 more 
the Health Department’s 1941 program, notably cancer  average-size 170-bed hospitals. 
control, pneumonia control, etc. Let’s have such control 
divisions restored by all means, but let Pennsylvania pay Pennsylvania is rated as having inadequate hospital 
for them direct and as rapidly as possible cut away facilities along with South Dakota, while New York 
from other federally controlled “gift” health activities State is rated high, in fact right up with the District 
for Pennsylvania, of Columbia. 


The failure on the part of our 1941 state legislature Beware, fellow taxpayers, of more “Greeks bearing 
to enact legislation creating Civil Service Control for at gifts,” soon from Washington to Pennsylvania to pay 
least the physicians, engineers, dentists, and nurses em- for the erection of needless facilities to be supported 
ployed in the Health Department may have afforded — by Pennsylvania through the years and under federal 
the U. S. Public Health Service excuse for this, its partisan domination —The Pennsylvania Medical Jour- 
initial reduction to Pennsylvania. nal, October, 1941. 


PHARMACEUTICALS and BIOLOGICALS 


Cheplin ampules and other biological products are built up to an “accepted” 
standard—not down to a low price. 
HIGHEST QUALITY AND PURITY, YET ECONOMICAL IN PRICE. 


CHEPLIN BIOLOGICAL LABORATORIES,jinc., SYRACUSE, N.Y. 


June, 1942 
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READING NOTICES 





Reading Notices 











IMMUNIZATION RECORD CARDS AVAILABLE 

Widespread failure on the part of American 
mothers to have their children immunized against 
smallpox, diphtheria, whooping cough, typhoid, 
tetanus and scarlet fever is revealed by a na- 
tional cross-section survey. This is in the face of 
mass population shifts in today’s war crisis, over- 
crowding and a vast inadequacy of housing in 
many communities and the possibility that Eu- 
rope’s reported epidemics may reach here, making 
the need for greater immunization protection in 
this country more urgent. The study shows that 
although most American mothers are aware of 
the importance and desirability of immunization, 
many are not taking the precautionary measures 
available to their children. 

In an effort to help physicians overcome the 
American mothers’ apathy toward immunization, 
Sharp & Dohme are presenting to the medical 
profession a new-type immunization record, The 
main feature of this card is its duplicate immu- 
nization record which the physician can give his 
patients. The card serves not only as a conven- 
ient means of keeping complete accurate immu- 
nization records, but the duplicate record will give 
the patient the list of specific steps each family 
member should take to achieve maximum im- 
munity, and serve as a reminder to return or 
bring in their children for reinoculation. Phy- 
sicians may obtain additional information and 
free supply of immaunization cards by writing 
Sharp & Dohme, Philadelphia, Pennsylvania. 


* * 


TRY PABLUM ON YOUR VACATION 


Vacations are too often a vacation from pro- 
tective foods. For optimum benefits a vacation 
should furnish optimum nutrition as well as re- 
laxation, yet actually this is the time when many 
persons go on a spree of refined carbohydrates. 





Physicians Service Laboratory 


608 Kales Bldg. — 76 W. Adams Ave. 
Northwest corner of Grand Circus Park 
Detroit, Michigan CAdillac 7940 
Kahn and Kline Test Complete Urine Examina- 


Blood Count tion 
Complete Blood Chemistry Aschheim-Zondek 
(Pregnancy) 


Tissue Examination 
Smear Examination 


Allergy Tests 
Basal Metabolic Rate Darkfield Examination 


Autogenous Vaccines 
All types of mailing containers supplied. 
Reports by mail, phone and telegraph. 
Write for further information and prices. 











Pablum is a food that “goes good” on camping 
trips and at the same time supplies an abundance 
of calcium, phosphorus, iron, and vitamins B and 
G. It can be prepared in a minute, without coob. 
ing, as a breakfast dish or used as a flour ty 
increase the mineral and vitamin values of Staple 
recipes. Packed dry, Pablum is light to carry 
requires no refrigeration. Easy-to-fix Pablum 
recipes and samples are available to physicians 
who request them from Mead Johnson & Com. 
pany, Evansville, Indiana. 





NO TIME TO RETIRE! 


General Hershey, in his address before the Secre- 
taries’ Conference, remarked, “I do not think that I wil! 
be greeted by any wild burst of enthusiasm when | 
say that some men who have arranged to retire from 
doctoring will have to go back and rearrange their 
affairs. I also think that many who now are practising 
will have to practise without regard to some of the 
hours they have been able to choose heretofore,” and 
there we have the pronouncement of the man who really 
knows! j 


Some 186,000 physicians of the country soon will re- 
ceive an “enrollment blank,” directly from a governmen- 
tal bureau, in Washington. On this blank all will be ex- 
pected to declare their wish to further the interests of 
the country, in whatever manner it may determine they 
are to serve. This, of course, will include men who 
have reached the retirement age, many of whom already 
have given up their professional duties. These men, 
along with the younger groups, are to be asked to do 
something—just what that may be is not known at this 
time. 


It is certain, however, that retirement plays no part 
in this program. Furthermore, some of us who, be- 
cause of increasing age and perhaps because of phys- 
ical dis~hilities, have limited our service will find it 
necessary to add an hour or two to our daily stint. This 
will affect the program of several thousand physicians 
in this country, practically all of whom will take on 
additional: duties. Thousands of the younger medica! 
men of the nation will be called to Service; those whe 
remain at home will have to “take over.” All this c1 
be accomplished—will be accomplished—for the «cudi- 
tiond: duties are to be assumed by the older group, and 
by that we mean the medical men over sixty-five. This 
was done during World War I; it will be done in the 
present emergency. 





American Medicine never has failed to “come 
through,” when called upon; American Medicine will 
answer every call in this emergency. Don’t retire un- 
til you have to retire; keep in the harness and add a 
bit more to your load!—The Journal of the Indiana 
State Medical Association, March, 1942. 





—— 


CLASSIFIED ADVERTISING 


— 








WANTED: Full time assistant in surgery—young 
man not eligible for military service or older mat 
wishing some extra training. Leon M. Bogart, \.D, 
1008 Genesee Bank Building, Flint, Michigan. 


Jour. M.S.M.S. 
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Since the first recorded statement on stimulation 


pe z - : [2 _ of contractions of labor by means of snuff, as 
“ I y : , : | advised by Celsus about 25 A. D., the oxytocics 
their \* L used have been many and varied. The advent of 
Hing % 4 mo NK ____ Pitocin* in 1928 provided the obstetrician with 
f the : : a 
” and E “ g = | an oxytocic of unusual scope and notable 
really : advantages. 
ill re- a a 2 Pitocin consists of the oxytocic principle of the 
wed : - r - : \ posterior pituitary gland with practically none of 
- of . i A _ 4° its pressor principle. Therefore, it causes no ap- 
they : s : : Es ° . . ° 

a 7 eS i, fe A preciable rise in blood pressure. A favorite prep- 
— ; <=  - o aration for stimulation of the uterine musculature 

Nn, 2 ae a % is . . . ° . . 
0 do ce < re > Ee <d in uncomplicated obstetrics, Pitocin has special 
i “ | advantages in eclampsia, hypertension, and 
nephritis. 

part —— 
Ng . : The purity of Pitocin and its exceedingly low pro- 
-J It cent. Wi oe ' tein content minimize the possibility of reactions. 

11S . eae — ° * 
en an From the angle of uniformity, potency standard- 
‘ica ization — in every way — Pitocin is the No. 1 
who <7 pituitary oxytocic. 

Cy 
= Pitocin (alpha-hypophamine) finds wide use for: 
anc sa . . . ean é it 
This The foetus seen coiled in situ withit-the medical induction of labor, stimulation of the 





the uterus, at about the seventh month of gesta- 
tion,‘‘ as shown in ‘‘The Principles and Prac- 
tice of Obstetric Medicine,” by David D. and prevention or control of postpartum 


Davis, a classic of 1836. hemorrhage. *Trade Mark Reg. U. S. Pat. Off, 


uterus, in properly selected cases, during labor, 
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PARKE, DAVIS & COMPANY DETRO!T, MICHIGAN 


OVER 75 YEARS OF SERVICE 
TO MEDICINE AND PHARMACY 
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A physician, on being asked if he could speak 
many languages, replied, “I can speak but one lan- 
guage, but I can understand many tongues.” I 
come with this question today: Do we, as phy- 
sicians, understand the many tongues we see? 
Do we comprehend their pathological signifi- 
cance? 

The tongue has been called a mirror, reflecting 
the various conditions of the digestive organs, 
the composition of the blood, the state of the 
secretions, and the condition of the nervous pow- 
er. It is dry when the salivary secretions are 
deficient, as in febrile disease, in the exanthe- 
mata, and in typhoid fever. In the latter disease, 
it has a brownish coat and is often fissured. 

The dry, encrusted, brown and fissured tongue 
is often the seat of parasites that cause decom- 
position. It is a bad symptom, and is often the 
forerunner of death. 

The color of the tongue is subject to many 
changes. It is a pink hue when the physiologi- 
cal actions of the stomach are carried on nor- 
mally. It is usually very pale when anemia ex- 
ists. It is red and shining in the exanthemata. 
It is bluish or livid when there is obstruction to 
the venous blood, from diseases of the heart or 
lungs. A red, smooth tongue is a sign of failing 
nutrition, and is often seen in cases of phthisis. 

Normally, there is no coating on the tongue, 
but the slightest variation of physiological func- 
tions, especially of the stomach or liver, produces 
one, that varies in thickness from a slight furred 
condition to one of parchment consistency. 

It is whitish in catarrhal affections of the 
stomach, it is yellowish when the liver is dis- 
turbed, and it is browning when the blood is 
vitiated from disease. Certain medicines and oc- 
cupations cause the tongue to become coated, 
and inflammatory affections of the throat often 
affect the tongue. Some of the coated tongues 
seem to have a covering that is literally organ- 
ized, and a part and parcel of itself. Too fre- 





*Presented at the Twenty-Seventh Annual Meeting of the 
Michigan State Medical Society held at Flint, May, 1892 
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THE COATED TONGUE* 


GEORGE DUFFIELD, M.D. 
Detroit, Michigan 


quently the physician writes his prescription by 
looking at the tongue alone, believing that the 
coating is due to some catarrhal affection of the 
stomach, and we make the mistake in not thor- 
oughly examining our patient, trying to discover 
the cause producing the malady. We see the 
effect only of the disorganized function on the 
tongue. How often we have heard our patient 
say, “If I could get my tongue clean I am sure 
I would be well.” After we have tried an acid 
or alkali, and essence of pepsin or bitter tonic, 
without effect upon the tongue for the better, we 
begin to look for some other symptoms, which 
will throw more light upon the case. And about 
this time our patient has made up his mind to 
try another physician, and we do not have the 
opportunity of making the critical examination 
that we should have made when we were first 
consulted. 

These coated tongues need their cause re- 
moved before they can be cured. We have all 
seen cases that have baffled our best efforts, and 
often we have been at a loss to know the cause 
of the persistent coating on the tongue. 

We have examined them, perhaps, by palpation 
and percussion. We have continued our medica- 
tion for months, and yet the tongue is as coated 
as it was when we were first consulted. What 
is the reason for it? 

Let me detail three cases that have come under 
my care in the past few months, and perhaps a 
cause may be found. 

Case 1.—Mrs. C., aged thirty-nine years; 5 feet 8 
inches high, weight 140 pounds, mother of one child, 
aged five years, at whose birth she suffered from lac- 
erations of cervix and perineum. Her only complaint 
when she consulted me was for a persistent coating of 
the tongue, that had existed for four years, from the 
time of the nursing of her baby, when she took three 
or four quarts of rich milk every day. 

The tongue was covered to the tip with a greyish- 
green coating, thicker behind on the dorsum, than in 
front. There was no bad taste in the mouth, and on 
close examination only a slight sour odor was detected 


on the breath. Her appetite was fair. 
(Continued on Page 534) 
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To the immature digestive system that must consume food in 
quantities necessary for rapid growth, quality is of prime impor- 


tance. Similac provides breast milk proportions of fat, protein, 


carbohydrate and minerals, in forms that are physically and meta- 


bolically suited to the infant’s requirements. Similac dependably 


nourishes the bottle fed infant — from birth until weaning. 


A powdered, modified milk product especially prepared for infant 
amt ad feeding, made from tuberculin tested cow’s milk (casein modified) 
MEDICAL from which part of the butter fat is removed and to which has 

/ been added lactose, vegetable oils and cod liver oil concentrate. 
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HALF A CENTURY AGO 


(Continued from Page 532) 
For two or three years she had been in the hands 


of the physicians, and each thought her case one of 
catarrh of the stomach. A _ gynecologist believed it 
to be dependent upon her lacerations, and was success- 
ful in. repairing them, though the operation did not 
cause her tongue to be any cleaner, but it improved her 
general health. 

Her complexion was pale and sallow, she was anemic, 
and her pulse was weak. There was some tenderness 
over the liver, which was enlarged. The spleen was 
enlarged and tender. The urine passed freely, was low 
in specific gravity, 1.010, but contained no albumen 
or sugar. 

This case puzzled me very much, indeed. I tried 
everything that I knew of, that: was ever used in 
stomach affections, and all to no purpose. Then I 
asked for consultation and named Dr. E. A. Chapoton 
as consultant. His examination was a very careful 
one, and finding the pulse weak, he employed auscul- 
tation; possibly a strange thing to do, when the dis- 
ease seemed to be entirely in the stomach. But he 
was rewarded in finding a mitral regurgitant murmur, 
which seemed to be in its incipiency as it occurred just 
after the first sound of the heart, and was a short, 
soft, blowing sound. Then, only, were we able to un- 
ravel the peculiar case, and find a cause for the coated 
tongue, which, undoubtedly, was obstruction of the 
portal system, which induced chronic venous conges- 
tion of the liver, stomach, and intestines. ° 

There had been no history of rheumatism or severe 
straining, and it is a mystery to me why this mur- 
mur should have occurred at all. 


Case 2—Mrs. F., aged sixty-six years, mother of 
six children, has had a chronic bronchitis for years, 
and for years has had a coated tongue. The coating 
was most marked in the morning and it was necessary 
to brush it hard, when she brushed her teeth, in order 
to remove it. The appetite was only fair. There 
were no special gastric symptoms. 

Physical examination by percussion and palpation, 
showed the left lobe of liver hard and resisting, 
an enlarged stomach, due to dilatation, and a tender 
spleen. The tongue was heavily coated, especially far 
back upon the upper and middle portions. It was 
greyish green, and of almost leathery consistency; it 
was slimy and of offensive odor. 

In making an examination of the lungs by auscul- 
tation, a mitral regurgitant murmur was discovered at 
the apex of the heart. Upon a more critical examina- 
tion, it was found that the heart was hypertrophied, and 
that all of the akhdominal viscera were the seat of 
mechanical congestion. The liver was hard and atro- 
phied, the spleen was tender, the mucous membranes 
of mouth and tongue were cyanotic to a considerable 
degree. 

This disease of the heart was evidently secondary 
to the disease of the lungs and the obstruction to the 
flow of blood through the heart was the cause of 
the catarrhal condition of the stomach, that produced 
the coating of the tongue, by producing the engorge- 
ment of the portal circulation. 
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Case 3—Mrs. B., aged forty-four years, mother of 
three children. Has long been troubled with a coated 
tongue and offensive breath. Her tongue is never 
wholly clean; at times the tip and edges are clean, but 
the upper and back portions are furred and heavily 
covered with a greyish-yellow coat, which looks like 
a pseudomembrane. She has been a great suffer- 
er from hemorrhoidal difficulties, uterine congestion, 
severe headaches and congestion of lungs, et cetera, 


Some fifteen years ago, she had pneumonia and it 
was intimated that she would soon die of consumption, 
but she outlived the physicians who gave this unfavor- 
able prognosis. 

Twelve years ago she suffered from an attack of 
acute articular rheumatism, which was complicated with 
endocarditis. The disease seemed to expend itself on 
the mitral orifice, and at present there is a mitral ob- 
structive and a mitral regurgitant murmur, with marked 
hypertrophy of the heart. 


The compensative hypertrophy of the right ventricle 
ceased long ago, and now secondary dilatation exists, 
which, as we know, admits of no compensation. The 
pulse at times is full and tense but varies greatly, at 
times stumbling along, at other times, intermitting. 
Often there are rushes of blood to the head, the caro- 
tids are seen to pulsate violently, showing that the 
heart’s action is too active, and that the diseased con- 
dition is being strained; then follows a change, and 
there is cyanosis of the mucous membrane of the 
mouth, and the finger nails are blue. The lungs be- 
come the seat of (chronic) congestion, and the pulse 
grows weak and stumbly. The obstruction to the por- 
tal circulation by the embarrassed heart’s action, has 
disorganized physiological function, and _ produced 
chronic venous engorgement of all the abdominal vis- 
cera. There is intermittent anasarca of the lower ex- 
tremities. Anginal attacks have never occurred. 


She has undergone operations for hemorrhoids, uter- 
ine affections, etc., etc., and yet, many, I will not say 
all, did not discover the organic heart disease, which 
is at the seat of all these ailments, and is especially 
the cause of the coated tongue. 

All these cases have been benefited by the use 
of digitalis, strophanthus, and nux vomica, re- 
lieving the more urgent symptoms, while the free 
use of tonics, containing iron and the hypo- 
phosphites, have improved the general health. 

From these cases we learn that organic disease 
of the heart makes physiological functions path- 
ological conditions, by the interference with the 
blood in its circulation through the system, es- 
pecially the portal system; and that many af- 
fections that are considered simple, and of little 
import, and that give no subjective symptoms, 
are often found to be symptoms of grave organic 
disease, which can be made out on the first 
examination, by the careful physician who will 
make a thorough examination of the case. 


Jour. M.S.M S. 





Ju 


of 
ited 
ver 
but 
vily 


like 


on, 


on, 


OT- 


of 


on 
»b- 


ed 


| 


h 









In mild 


depressions 








i 


With patients suffering from 
mild depressions, there is 
ample evidence in the litera- 
ture that Benzedrine Sulfate 
therapy will often produce some 
or all of the following effects: 


(A) Increased mental activity, 


interest and accessibility. 


(B) Increased self-assurance, opti~ 


mism and sense of well-being. 


(C) Psychomotor stimulation; 
increased capacity for 


physical and mental effort. 


Benzedrine Sulfate Tablets 


Brand of amphetamine sulfate 


[ea] Benzedrine Sulfate is primarily useful in depressions characterized by a athy 
and psychomotor retardation, but is contraindicated in p1tients BR ed 
anxiety, yperexcitability, or restlessness. 

The use of Benzedrine Sulfate by normals should not be permitted; it should 
always be administered under the careful supervision of a physician; and depres- 
sive psychopathic cases should be institutionalized. 

In treating depressed patients with Benzedrine Sulfate, the physician should 
bear in mind that any drug which produces pleasant or onthe effects may 
prove to be habit Sucelines “= soasabediie in unstable or neurotic individuals. 


Smith, Kline & French Laboratories, Philadelphia, Pa. 
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* WAR BULLETINS * 


REPORT OF THE MEDICAL 
RECRUITING BOARD 


The Medical Department Officer Recruiting 
Board has completed the first round of physicians 
in the state and began on July 1 to send out a 
final letter asking doctors under 37 to apply for 
commissions. 


During the first seven weeks of activity, that 
is until June 20, applications were received from 
499 physicians. Of this number, 131 were com- 
missioned by the Recruiting Board and 5 applica- 
tions for Major were forwarded to the Surgeon 
General. Sixty physicians were disqualified for 
general and limited service, making the percent- 
age of rejections 24 per cent. Another 41> doc- 
tors were declared essential by Procurement and 
Assignment Service. 


On June 13, the Recruiting Board began the 
task of interviewing nearly 700 physicians in 
Wayne County at the rate of 60 a day. Only 
those declared “non-essential” by the Wayne 
County Procurement and Assignment Committee 
were called. About one doctor in three in Wayne 
County who has been interviewed has filed an 
application for commission. 


Captain Perry V. Wagley, Medical Corps, 
former Superintendent of Pontiac State Hospital, 
joined the Recruiting Board on June 10. He in- 
terviews most of the Detroit applicants. 


On July 6, the Medical Recruiting Board 
opened a branch office at the Station Hospital, 
Fort Custer (five miles south of Battle Creek) 
for the convenience of the doctors in Western 
Michigan. Lt. Col. John G. Slevin is stationed 
at that office. 


On July 1, Capt. Wagley visited Pontiac; on 
July 2, Flint, and July 3, Mt. Clemens, to inter- 
view physicians in Oakland, Genessee, St. Clair 
and Macomb counties. 

Doctors in Washtenaw and Monroe counties 
were seen by Capt. Wagley at Ann Arbor on 
July 8. 

The Detroit office will be open every week day 
9:00 a.m. to 5:00 pm. The address is 320 Fed- 
eral Building. 
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URGENT NEED FOR DOCTORS IN ARMY 


There is an urgent need for physicians for 
the Army. The Surgeon General has issued a 
second appeal for haste in obtaining the neces- 
sary medical officers to serve the sick and woun- 
ded. After two months of intensive work by 
Medical Officer Recruiting Boards and Procure- 
ment and Assignment Service, the response has 
been less than sufficient to meet the demands. 
Moreover, the unusually high percentage of re- 
jections for physical defects (24%) has aggra- 
vated the problem. 

As a result of the urgent need, those physicians 
in the age group 37 to 45 will be called upon 
very shortly. An official letter from the Medical 
Department Officer, Recruiting Board, will be 
sent out prior to the call for the 37 to 45 year 
age group. However, any physician in this older 
group who volunteers now will be accepted and 
commissioned if he passes his physical examina- 
tion. 





DEPENDENCY 


The impression has been gained by some 
physicians that recent changes in the Selective 
Service laws will result in the blanket deferment 
of all married men. If this were true and all 
physicians in this category refused to apply for 
commissions, there would be a complete break- 
down in the effort to procure the necessary medi- 
cal officers for the Army. Since medical officers 
are as essential to our war effort as are guns or 
planes, such a situation would, if not corrected, 
lead to the defeat of the American Army and 
the loss of the war. So serious is this matter 
that it could not be allowed to stand. The fact 
is that the Medical Recruiting Board has been 
informed by Selective Service officials that 
physicians will not be deferred under this change 
in the law. Because they can obtain commis- 
sions, physicians generally are not entitled to 
3-A classifications. The pay of commissioned 
rank is considered sufficient to care for depend- 
ents in most cases. 

Neither the Medical Recruiting Board nor 

(Continued on Page 538) 
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(Continued from Page 536) 
Procurement and Assignment Service is in a 
position to threaten any doctor with induction. 
However, it may be stated that Selective Service, 
knowing the desperate need for physicians in 
the Army, may consider the induction of phy- 


sicians. Several physicians from Michigan have 
already been inducted; others probably will be. 

It is hoped that Michigan physicians will real- 
ize that the time to enter military service is now. 
Next fall may be too late. The maximum ef- 
fort must be made now. A loyal and patriotic 
response from each doctor under 45, as he is in- 
vited to apply, is necessary. 





MICHIGAN DOCTORS OF MEDICINE 
NOW IN ARMY SERVICE 


Up to May 1, The Adjutant General reported 
that there are 449 medical officers from Michigan 
in the armed forces. Since May 1 last, about 200 
more have accepted commissions in the Medical 
Corps. There are on file applications for com- 
mission from about 250 doctors of Medicine in 
Michigan. The recruiting services just started 
a campaign in Wayne County, where they hope 


WAR BULLETINS 


to soon start commissioning about 25 doctors g 
day. It has been determined that there are 709 
doctors of medicine in Wayne County eligible fo; 
Army service, and that if these are taken, enough 
doctors will be left to care for thé normal civilian 
requirements there in these times. 

—E. M. Rosecrans, State Director, 


Selective Service, in a Memorandum 
(M-319) to All Draft Boards. 





DO YOU KNOW A PHYSICIAN IN THE 
ARMY OR NAVY? 


In so far as possible, a roster of previously un- 
published names of physicians in military service 
will be printed in the August JouRNAL. Any- 
one who knows of a doctor of medicine from 
Michigan who is now on active duty in the 
Army or Navy of the United States, or who has 
his commission, is invited to send his name, rank, 
home and latest military address, if available, to 
the Executive Office, 2020 Olds Tower, Lansing, 
Michigan. Every effort is being made to main- 
tain an accurate list of all Michigan physicians 
in military service and the help of every member 
of the Society will be greatly appreciated. 





MICHIGAN PHYSICIANS IN MILITARY SERVICE 





The following Michigan physicians have re- 
cently reported for duty with the armed forces 
of the United States. This list is supplementary 
to the ones published in the April, May and June 
issues of THE JOURNAL: 


Calhoun County—Robert K. Curry, M.D., Chico Field 
California; Tyre K. Jones, Captain, MC, Camp Bowie, 
Texas. 


Dickinson-Iron—James L. Browning, M.D., of Iron 
Mountain, on duty in the Army. 


Eaton—B. Philip Brown, M.D., of Charlotte on duty 
in the Army; D. J. Carrothers, M.D., of Charlotte, 
on duty in the Army; Ed. Imthun, M.D., Grand 
Ledge, on duty in the Army. 


Hillsdale—A. A. Sandor, 1st Lieut., MC, AUS, for- 
merly of Hillsdale. 


Ingham—Milton Rozan, Lt. Commander, U. S. Navy, 
MC, Norfolk Naval Hospital, Portsmouth, Va. 


Tonta-M ontcalm—Lloyd S. Dunkin, Captain, MC, AUS, 
Camp Livingston, La. 


Jackson—Bernard Murphy, Captain, MC, AUS, Spring- 
field, Missouri; Edward G. Seybold, Ist Lieut., MC, 
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AUS, Flying Field, Savannah, Georgia; John L. 
Miller, lst Lieut. MC, AUS, Western Defense Com- 
mand, San Francisco, California; Fred I. VanWag- 
nen, Ist Lieut.. MC, AUS, formerly of Jackson; 
Edward P. Cawley, Ist Lieut. MC, AUS, formerly 
of Jackson; Herbert McLauthlin, Ist Lieut., MC, 
AUS, formerly of Jackson; Edward Virvirski, Ist 
Lieut.. MC, AUS, formerly of Jackson; John Ed- 
monds, Captain, MC, AUS, formerly of Horton. 


Kent—Felix Alfenito, Ist Lieut, MC, AUS, Geiger 
Field, Spokane, Washington; Charles Bell, Ist Lieut., 
MC, AUS, 6th Corps Area Hgts., Chicago, Illi- 
nois; Luther Carpenter, Captain, MC, AUS, O'Reilly 
General Hospital, Springfield, Missouri; Mark Dick, 
Captain, MC, AUS, O’Reilly General Hospital, Spring- 
field, Missouri; C. F. Ingersoll, Major, MC, AUS, 
University of Indiana Medical Unit, Indianapolis; 
Emil Roth, Ist Lieut. MC, AUS, Chanute Field, 
Illinois; Raymond Scully, Captain, MC, AUS, Camp 
Rucker, Alabama: Arthur Tesseine, Ist Lieut., MC, 
AUS, Camp Shelby, Mississippi; Bernard Dickstein, 
Ist Lieut., MC, AUS. 6th Corps Area Hats., Chi- 
cago, Illinois; James Ferguson, Ist Lieut., MC, AUS, 
Patterson Field, Dayton, Ohio. 


Oakland—Milton R. Kukuk, Ist Lieut. MC, AUS, 
Scott Field, Illinois. 


Wayne—Eugene A. Osius, Lieut. Commander, MC, 
U. S. Navy, Naval Hospital, Great Lakes, Illinois. 


Jour. M.S.M.S. 
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Pp-2-0 -£-0-N-G-F: -——) REDUCTION OF 


HIGH BLOOD PRESSURE IN ARTERIAL HYPERTENSION 


causes an initial reduction in 
blood pressure about fifteen 
minutes after administra- 
tion. The greatest decline in 
blood pressure occurs in 
about half an hour, and the 
action persists for three or 
four hours. Administration 
of Erythrol Tetranitrate 
Merck three times daily, in 
the dosage found most ap- 
propriate for the individual 
patient, may be continued 
over a prolonged period 
with sustained effect. 


Itterature on Request 


FOR VICTORY— BUY WAR SAVINGS BONDS AND STAMPS 


INDICATIONS 


In cases where mild, gradual, and 
prolonged vascular dilatation is 
desired. For the reduction of high 
blood pressure in arterial hyper- 
tension. For the prophylaxis and 
relief of attacks of angina pectoris. 


DOSAGE 


The average dosage is 4 to 1 grain 
every 4 to 6 hours. 


HOW SUPPLIED 
Tablets—14 grain: bottles of 50 
and 500. 


Tablets—% grain: tubes of 24; 
bottles of 100 and 500. 


ERYTHROL 
TETRANITRATE 
MERCK 


(Erythrityl Tetranitrate) 











MERCK & CO. Inc. Manufacturing Chemists RAHWAY, N. J. 
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THE SEROLOGIC DIAGNOSIS 
OF SYPHILIS 


The studies of the comparative merits of the va- 
rious serodiagnostic methods for syphilis as car- 
ried out by the Health Organization of the League 
of Nations and by the Serologic Evaluation Com- 
mittee of the United States Public Health Serv- 
ice are reviewed. The extension of similar meth- 
ods of study to the work of various state, munic- 
ipal, hospital, and private laboratories showed 
marked discrepancies in the results of many of 
these laboratories when their results were com- 
pared with those obtained by the originators of 
the tests employed by these laboratories. For the 
past five years the work of the state laboratories 
has been evaluated annually, and there has been 
a steady improvement in their performance of 
serodiagnostic tests. 

The incidence of biologic false positive reac- 
tions in other diseases is from one in 2,000 tests 
to one in 5,000. The proportional frequency with 
which positive reactions are to be expected in the 
various stages of syphilis is 35 to 50 per cent in 
primary, 100 per cent in secondary and varies 
widely in later stages. 

The significance of the positive cord blood is 
admitted to be not dependable and the importance 
of carefully following the increase or decrease 
in the reagin titre of the new-born blood is em- 
phasized—F. E. Senear, M.D., Chicago, Illi- 
nois. (See Page 549.) 





THE TREATMENT OF FRACTURES 


Eleven principles : 
1. Splint ’°em where they lie. 
2. Immediate reduction. 
3. Restoration of normal length. 
4. Gentleness during reduction. 
5. Avoid repeated manipulations. 
6. Traction immediately if not reducible. 
7. Maintain reduction continuously. 
8. Exercise, heat and massage. 
9. Avoid open reduction if possible. 
0. Two direction x-rays before and after re- 
duction. 
11. Compound fractures require highest sur- 
gical skill. 
FREDERICK C. KIpNER, M.D., 
Detroit, Michigan. (See page 556.) 


10. 












TREATMENT OF HEMORRHAGE IN 
OTOLARYNGOLOGICAL PRACTICE 


Hemorrhage is the predominating symptom in 
hemophilia and purpura hemorrhagica. Transfu- 
sion is the most effective therapy. 
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Moderate epistaxis is controlled by packing 
chemical coagulation or electrocoagulation. Se- 
vere epistaxis is usually controlled by ligation of 
the external carotid artery and cerebral complica- 
tions are less than when the common carotid js 
ligated. Ligation of the external carotid also con- 
trols severe post-tonsillectomy hemorrhage. 

Massive hemorrhage resulting from infections 
in the throat and neck produces a high mortality 
rate. The internal carotid artery is the vessel 
most frequently eroded. Ligation of the common 
carotid reduces the blood flow in the internal ca- 
rotid by only about 50 per cent since there is a 
backflow from the external carotid. This retro- 
grade current is a very important channel of col- 
lateral circulation to the brain when the common 
carotid is ligated—By James E. Crousnonrt, 
M.D., Detroit, Michigan. (See page 557). 





















ANGIOID STREAKS IN THE RETINA 

Examination of a white man, aged thirty-five, 
who complained of blurry vision showed two 
small hemorrhages directly in the macular area 
of the right eye and in the extreme periphery of 
the fundus several small areas of old choroidal 
atrophy were noticed. The most significant find- 
ing was the typical angioid streaks scattered 
throughout the posterior half of the fundus par- 
ticularly around the nerve head and macula. The 
fundus of the left eye was found to be almost 
identical in appearance except that there were no 
macular hemorrhages present. The vision with 
this eye was found to be 20/20. General physical 
examination revealed a definite bronchiectasis in 
the lower lobe of the right lung. No skin lesions 
were noticed and there was no clinical or labora- 
tory evidence of Paget’s disease. 

In the literature there has been no previous 
case report in which angioid streaks of the retina 
was associated with bronchiectasis. In the auth- 
or’s case this association may have been coinci- 
dental but it is entirely possible that the bron- 
chiectasis is due to the same pathological de- 
rangement as are the angioid streaks, namely, a 
degenerative process involving elastic connective 
tissue. All cases therefore of pseudo-xanthoma 
elasticum, Paget’s disease, and bronchiectasis 
should have a complete ophthalmoscopic exami- 
nation—Epmonp L. Cooper, M.D., Detroit, 
Michigan. (See Page 563.) 





























































































ROUND TABLE DISCUSSION OF 
HYPERTENSION 
The management of the hypertensive patient 
includes rest, vacations, exercise, diet and drug 
therapy. Under drug therapy, phenobarbital, so- 
(Continued on Page 542) 
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dium sulfocyanate and the nitrites are prominent. 
Neuro-surgical procedures may possibly be used 
in the treatment of hypertension. 

The second portion of the discussion covers 
“Recent Studies in Hypertension” in which the 
background of the relationship between the kid- 
ney and hypertension is discussed. 

The importance of urologic surgery in the 
treatment of hypertension is considered. Some 
emphasis is placed on the surgical removal of a 
kidney which has been the seat of atrophic pye- 
lonephritis as a therapeutic measure. When hy- 
pertension is associated with unilateral renal dis- 
ease it is difficult to foretell what effect the re- 
moval of the kidney pathology will have on the 
hypertension. Improvement of hypertension fol- 
lows nephrectomy more often than after conserv- 
ative operations. Bilateral chronic pyelonephritis 
is of great importance in relation to hypertension. 
—G. Tuomas McKean, M.D., Frank BICK- 
NELL, M.D., Paut Norn, M.D., Detroit, Michi- 
gan. (See page 565.) 





FUNCTIONAL CHEST PAIN 


A review of 227 records of patients complain- 
ing of chest distress. These patients had been 
advised or thought they had heart disease. 

Organic disease was present in forty-three 
cases. There were nineteen cases judged to have 
referred pain, either from the gastro-intestinal 
tract, the spine, or in association with prolonged 
attacks of paroxysmal auricular tachycardia. 

One hundred and sixty-five (72 per cent) were 
experiencing distress of functional origin. Nine- 
ty-three patients (40.9 per cent) were judged to 
be angina pectoris. Seventy-two patients (31 per 
cent) were judged to be of non-cardiac origin. 

This latter group were classified as definite 
cardiac neuroses (fourteen patients or 19 per 
cent) ; a psychoneurotic group (thirteen patients 
or 18 per cent), patients who were neurotic, but 
were definitely not hypochondriacs; and a third 
miscellaneous group called neuromuscular. Neu- 
rotic tendencies, globus hystericus, absent pha- 
ryngeal reflex, functional dyspnea, and a reduced 
threshold for pain were often demonstrated in 
the first two groups. The neuromuscular group, 
consisting of forty-five patients or 62 per cent of 
the seventy-two cases, had very few neurotic 
tendencies ; and the distress varied widely in lo- 
cation and duration as compared with the first 
two groups wherein the pain was decidedly left- 
sided, localized in the inframammary region, and 
superficial and deep tenderness were frequently 
elicited. 

In recent years invalidism resulting from mis- 
interpretation of chest pain, from careless re- 
marks made by the initial professional advisor, 
from types of medication precribed, or due to 
some tragic occurrence to some close friend or 
relative, has occurred with increasing frequency. 


542 


READERS’ SERVICE 


It was thought that a review of this type would 
be helpful in preventing unnecessary mental and 
physical invalidism from occurring. The inter. 
pretation of chest pain is based more on an ac- 
quaintance with the patient rather than an evalua- 
tion of objective data. The diagnosis, therefore, 
of angina pectoris can and should be made in the 
presence of normal findings, but often is unwar- 
ranted even in the presence of some abnormal 
objective findings.—BEn E. Goopricy, M.D., and 
Joun W. Keyes, M.D., Detroit, Michigan (see 
Page 570). 





MENINGO-ENCEPHALITIS TREATED 
WITH SULFANILAMIDE. CASE REPORT 


Virus diseases in general have not been 
thought amenable to treatment with the sulfona- 
mides. In the case reported here an acute 
meningo-encephalitis, believed to be of virus 
origin, apparently responded to treatment with 
sulfanilamide. The duration of the illness was 
markedly shortened and there was no debilitating 
or crippling sequele. Whether or not these 
results may be ascribed to the chemotherapy is 
not known, but the clinical course of the disease 
would seem to have been greatly influenced by 
the sulfanilamide therapy—Ratren L. Fisuer, 
A.B., M.D., F.A.C.P. and Lyte E. HEAvNer, 
A.B., M.D., Detroit, Michigan. (See page 574.) 





DIAGNOSIS OF CANCER 


The diagnosis of cancer in the early, curable 
stage is not too difficult, in most cases, provided 
we are familiar with the early symptoms and 
signs. Unless we are, they do not mean much 
to us. Once we are, we begin to suspect cancer. 
To suspect cancer is the most important con- 
sideration in cancer diagnosis. 

Cancer diagnosis requires thoroughness in 
obtaining histories, and in making physical ex- 
aminations. Adequate facilities and equipment 
are essential for the examination of patients— 
or it won’t be done. 

Cancer diagnosis calls for help—the path- 
ologist, the roentgenologist, the laryngologist, the 
bronchoscopist, the urinologist, the esophagoscop- 
ist, the gastroscopist, and oftentimes, the experi- 
enced clinician. No one can do it alone. More- 
over, no one can afford to assume the entire 
responsibility. 

Errors in diagnosis are too costly—first of all, 
to the victim, because he pays with his life, and 
then it follows that we physicians are criticized 
and discredited, and perhaps justly so. Failure 
of diagnosis of cancer catches up with us, because 
cancer never cures itself. Relatively few of us 
are equipped to treat cancer, but all of us have 
to diagnose cancer. Diagnose cancer while it is 
still a problem—do not wait until it is too easy.— 
Henry J. VANDEN Berc, M.D., Grand Rapids, 
Michigan. (See page 576.) 


Jour. M.S.M.S. 
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Take no one’s word 
but your own 


as to the advantages of any one cigarette for patients 


with irritation of the upper respiratory tract due to smoking 


HE published studies on cigarette differences are 
merely a starting point. It is only when doctors make 
their own tests ...on their own patients who smoke .. . that 
they are fully convinced of PHitip Morris superiority. 


That is why we suggest that you try Partie Morris 
on your patients. Your findings will confirm the pub- 
lished studies* which showed that: 


ON CHANGING TO PHILIP MORRIS 
CIGARETTES, EVERY CASE OF IRRI- 
TATION OF THE NOSE AND THROAT 
DUE TO SMOKING CLEARED COM- 
PLETELY OR DEFINITELY IMPROVED. 


Puitie Morris 


PHILIP MORRIS & CO., LTD., INC. 
119 FIFTH AVENUE, NEW YORK, N. Y. 


* Lavyngoscope, Feb. 1935, Vol. XLV, No. 2, 149-154. Laryngoscope, Jan. 1937, Vol. XLVII, No. 1, 58-60 
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TO THE PHYSICIAN WHO SMOKES A PIPE: We suggest an unusually fine 
new blend—Country Docror Pipe Mixture. Made by the same process as used 
in the manufacture of Philip Morris Cigarettes. 
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Say you saw it in the Journal of the Michigan State Medical Society 
























COUNCIL AND COMMITTEE MEETINGS 


1. Monday, May 25, 1942—Postgraduate Medical Edu- 
cation Committee—Statler Hotel, Detroit—4 :30 p.m. 
Monday, May 25, 1942—Medical Preparedness Com- 
mittee—Statler Hotel—6:30 p.m. 

Thursday, May 28, 1942—Preventive Medicine Com- 
mittee—Statler Hotel, Detroit—6 p.m. 

Wednesday, June 3, 1942—Committee on Revision 
of Compensation Law—Statler Hotel, Detroit—6 


> 


p.m. 

Wednesday, June 17, 1942—Syphilis Control Com- 
mittee—Hotel Olds, Lansing—6 p.m. 

6. Thursday, June 18, 1942—Executive Committee of 
The Council, Statler Hotel, Detroit—4:30 p.m. 

7. Friday, June 26, 1942—Medical a Com- 
8 


wm 


mittee—Hotel Olds, Lansing—6:30 p 
Friday and Saturday, July 17 and mg, 1942—The 
Council—Drake Hotel, Chicago. 


* * * 


COUNTY MEDICAL SOCIETY MEETINGS 


Bay-Arenac-losco—Wednesday, May 27, 1942—Bay City 
—Program of motion pictures. 

Berrien—Thursday, May 28, 1942—St. Joseph—Speaker : 
Lieut. Perry Ross, Grand View Naval Air Base, 
Grand View, Illinois. Subject: “Eye, Ear, Nose and 
Throat in Pilot Selection and Maintenance.” 

Calhoun—Tuesday, June 2, Battle Creek—Golf 
and social meeting at Battle Creek Country Club. 


Dickinson-Iron—Thursday, May 7, 1942—Iron Mountain 
—Program in Charge of R. C. Rettalack, M.D. 

Genesee—Tuesday, May 26, 1942—Flint—Speaker: Wm. 
A. Lange, M.D., Detroit. : 

Hillsdale—Thursday, May 14, 1942—Hillsdale—Speak- 
er: Lt. Commander Ben Goodrich, Detroit—Subject 
“Rheumatic Fever.” 


Ingham—Tuesday, June 16, 1942—Lansing—Speaker : 
Paul Holinger, M.D., Chicago—Subject: presentation 
of colored movies of the respiratory tract. 

Ionia-Montcalm—Tuesday, June 9, 1942—Speaker: 
Frank L. Rector, M.D., Lansing—Subject: “Cancer.” 

Jackson—Tuesday, May 19, 1942—Jackson—Speaker : 
Grover C. Penberthy, M.D., Detroit—Subject: “Ap- 
pendicitis in Infants and Children.” 

Kalamazoo—Tuesday, May 19, 1942 — Kalamazoo— 
Speaker: Carl Walter, M.D., Boston, Mass.—Sub- 
ject: “Operating Room Technic.” 

Thursday, June 25, 1942—Kalamazoo—loint meet- 
ing with Woman’s Auxiliary at the Kalamazoo Coun- 
try Club with golf for the physicians and bridge for 
the ladies in the afternoon, and entertainment follow- 
ing the dinner in the evening. 

Muskegon—Friday, June 19, 1942—Muskegon—Business 
Meeting. 

Oakland—Wednesday, June 3, 1942—Rotunda Inn— 
Speaker: Robert C. Moehlig, M.D., Detroit—Subject : 
“Common Endocrine Conditions and Therapy.” 

St. Clair—Tuesday, May 26, 1942—Port Huron—Speak- 
er: F. T. Andrews, M.D., Bay City—Subject: “The 
Why and Wherefore of a County Health Unit.” 

St. Joseph—Thursday, May 28, 1942—Corey Lake— 
Ladies’ Night with members of the Woman’s Aux- 
iliary of the Michigan State Medical Society as in- 
vited guests. 

Shiawassee—Thursday, May 21, 1942—Owosso— 
Speaker: Richard H. Lyons, M.D., Ann Arbor— 
Subject : “Chemotherapy and Its Present Uses.” 





Thursday, June 18, 1942—Owosso—Speaker: “Jo- 
seph W. Nadal, M.D., Ann 
agement of Burns.” 


Arbor—Subject—“ Man- 





MISCELLANEOUS 


Michigan Physicians at A.M.A. Meeting 


Two hundred and six Michigan physicians registered 
at the 1942 Annual Convention of the American Medi- 
cal Association in Atlantic City, June 8 to 12, despite 
the war, gas rationing and other hindrances. Included 
in the list from Michigan were the following: 


Monday: 


Altshuler, 
Pt. Huron. 


Samuel S., Detroit; Atridge, J. A,, 


Badgley, Carl E., Ann Arbor; Behen, William C., Lansing; 
Belser, Walter, Ann Arbor; Berman, Harry S., Detroit; Ber. 
man, Robert, Detroit; Bernbaum, Bernard, Detroit; Brink, a 
Russell, Grand Rapids; Brown, George Maxwell, "Bay City; 
Byrd, Mary Lou, Grand Rapids; Brunk, A. S., Detroit. 


Campbell, Mary B., Detroit; Carstens, Henry R., Detroit; 
Chall, Henry G., Detroit; Chambers, M. S., Flint; "Christian, 
Leo G., Lansing; Clark, Clifford P., Flint; Cohn, Daniel E., 
go Coller, Frederick A., Ann Arbor; Cooksey, Warren 

., Detroit. 


Day, A. Jackson, Ann Arbor; De Pree, Joe, Grand Rapids; 
Dowdle, Edward, Detroit; Dunn, Cornelius E., Detroit; Dutch- 
ess, Charles E., Detroit. 


Eschbach, Joseph, Dearborn. 
Fisher, Ralph L., 


Fernald, Bay City; 
Margaret, Detroit; 


Detroit; Falk, Ira E., Detroit; Foster, L. 
Franklin, Sidney, Newberry ; : Frazer, Mary 
Freund, Hugo A., Detroit. 


Golinvaux, C. J., Monroe; Gorsline, Clarence S., Battle 
Creek; Gould, S. E., Eloise; Gradis, Howard H., Detroit; 
Grekin, Joseph, Detroit; Gruber, T. K., Eloise. 


Harkins, Henry N., Detroit; Herkimer, Dan R., Lincoly 
Park; Herrold, Rose E., Detroit; Hess, Charles | Bay City; 
Hileman, Lee, F s-ondeg ‘Hirschman, Louis Bes Detroit ; Holmes, 
Roy Herbert, Muskegon ; Hudson, William A., Detroit ; Huf- 
ford, Alvin Ray, Grand Rapids; Hunter, Elmer’ N., Detroit. 


Jacobson, Samuel D., Eloise; Jewell, F. C., Jr., Detroit; 
Johnson, Ralph A., Detroit; Johnson, Richard M., Detroit; 
Johnston, Everett V., Detroit; Jones, Francis A., Sr., Lansing; 
Jones, Francis, Jr., Lansing. 


Kahn, Reuben L., Ann Arbor; Kitchen, Delmas Kendall, 
Detroit; Kenning, J. C., Detroit; Kernwein, Graham A., Fort 
Custer; Keyport, Claude R., Grayling; Klein, William, Detroit; 
Krohn, Albert, Detroit. 


Lam, C. R., Detroit; Lauppe, Edward H., Detroit; Leichten- 
tvits, Bruno, Eloise ; Lohr, Oliver W., Saginaw; Luce, Henry 
A., Detroit. 


McNeill, Howard H., 
Marcus, Daniel B.. Detroit; 
Martin, R. M., Detroit; 
Moran, Thomas N., 


Pontiac; Maguire, Andrew J., Utica; 
Margrave, E., D., Royal Oak; 

Maurits, Reuben, Grand Rapids; 

Detroit ; Myers, Gordon B., Detroit. 


Norton, John F., Kalamazoo. 


Oden, Constantine, Muskegon; O’Donnell, Dayton, Detroit. 

Patterson, D. W., Port Huron; Penberthy, Grover C., De- 
troit; Peet, Max Minor, Ann Arbor; Perkins, Ralph A., De- 
troit; Pratt, Jean Paul, Detroit. 


Rao, John O., Detroit; Reed, Harry Walter, Detroit; Reed- 
er, Frank E., Flint; Reveno, Wm. S., Detroit; Rowley, L. G., 
ese ong Plains; Rundles, Walter Z., Flint; Runge, Edward F., 
Jetroit. 


Saltzstein, Harry C., Detroit; 
naw; Schooley, James Plummer, 
Flint; Selby, C. D., Detroit; 
Battle Creek; Shurly, Burt R., 
Custer; Stockwell, B. W., 
Sugar, David LI., 


Sample, John Thomas, Sagi- 
Detroit; Scott, Robert D., 
Selmon, Bertha E. Loveland, 
Detroit; Stein, Albert F., Fort 
Detroit; Straith, Claire L., Detroit; 
Detroit; Szappanyos, B., Detroit. 


Thompson, Oliver E., Battle Creek; 


Towsley, Harry C., Ann 
Arbor; Turkel, Henry, Detroit. 


Watson, Bernard A., Battle Creek; Waldbott, George 
L., Detroit; Weller, C. N., Detroit; Wells, Merrill, Grand 
Rapids; Weyher, Russell Frank, Detroit; Williams, Mil- 


dred C., Detroit; Willoughby, Frances Lois, 
Wittenberg, Samson S., Detroit; 
Wygant, Thelma M., Detroit. 


I _Traverse City; 
Witwer, Elwin R., Detroit; 


(Tuesday, Wednesday and Thursday registrants will: be 
reported in a later issue.) 


Jour. M.S.M.S. 
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